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A B S T R A C T
6t\ Greek cerebral palsied children, aged 2 to 13, 
and their siblings were observed in a semi-structured play 
situation at home and their behaviours were compared to 
those of matched control dyads. The sample was divided into 
four groups based on the age and birth order of the disabled 
children.
Compared to controls, disabled children were passive 
and lacking in assertiveness. Their siblings were corres­
pondingly more directive, with younger siblings being 
obliged to take on a leadership role to fill the "vacuum" 
created by the deficits of the older disabled child. Inter­
action in handicap dyads was predominantly hierarchical in 
nature with disabled children assuming the role of the 
younger child regardless of their birth order. Control dyads 
were more egalitarian, with members taking turns in 
initiating the interaction. Maternal intervention was 
highest in handicap dyads, particularly among younger groups 
where social skills were poorly developed.
Maternal interviews and adjustment ratings for all 
children were also obtained. Compared to controls, handicap 
families experienced pronounced social isolation and a 
restricted range of activities and the impact of the 
disabled child was largely negatively evaluated. Ratings of
i
poor adjustment were higher for disabled children but this 
was at least partly attributable to their physical depen­
dence. Ratings were similar for young siblings but, after 
the age of 6, 40% of siblings of disabled children versus
18% of controls were rated maladjusted. This was probably 
due to the fact that, compared with controls, siblings of 
the disabled experienced many more restrictions and respon­
sibilities, but might also be due to the older siblings’ 
increased awareness of the social stigma of handicap.
Finally, teacher ratings and observational data from a 
special school setting were obtained for a small sample 
(N=14) of matched cerebral palsied siblings and singletons. 
Results provided some indications of better adjustment for 
siblings and lower involvement for singletons.
ii
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I. I N T R O D U C T I O N
The presence of a sibling will inevitably affect any 
child, not only because siblings modify the structure and 
dynamics of the family, but also because the relationship 
between siblings is a particularly intense and influential 
one. Given the importance of the sibling relationship, the 
question arises as to how it will be influenced by the 
presence of handicap.
Parents of young cerebral palsied children are 
anxious to know what effects their handicapped child will 
have on other children in the family and are concerned about 
the often serious behavioural problems presented by their 
healthy children. Parents also worry about the effect of 
their normal child on the disabled one, particularly if they 
are considering having another child. Will the new baby 
deprive the disabled child of attention? Will the disabled 
child be jealous of the intactness of the healthy child? How 
will the two children get on together? These are critical 
questions which have remained largely unexplored.
The present study thus arose from the very real need 
for information experienced by the author in working with 
parents of cerebral palsied children in Greece. The study 
was wholly carried out in Greece, so that results would tend 
to be applicable to developing nations and to cultures based 
on traditional divisions in male and female roles, though 
the basic trends would probably be similar in many cultures.
1
The study begins with a literature review covering 
publications available until the end of 1988. As there were 
very few studies on cerebral palsy, the review was based on 
several types of handicap on the premise that the impact of 
handicap overrides the effect of the type of disability. The 
review was divided into four sections. The first section 
covers the major disabilities associated with cerebral palsy 
and the effects of handicap on the child's interactions with 
his family members and his wider social circle and on his 
social-emotional adjustment. The next two sections review 
the impact of handicap on the parents and the siblings of 
the disabled child. The final section sets out the basic 
features of sibling relationships and examines the effects 
that handicap might have upon them.
This is followed by an outline of the basic hypo­
theses guiding the design of the project. The methodology 
section explains the methods chosen and describes the char­
acteristics of the handicap and control samples used in the 
study. It also includes details of a small pilot study 
carried out in England in order to test alternative methods 
of data collection and to select the measures to be used.
The main study was based on observations of semi­
structured sibling play interactions in the home and on 
material from maternal interviews. Additionally, a small sub­
sample of handicap dyads were followed longitudinally for 
two years in an attempt to observe the expected transfer of 
control from the elder disabled child to the younger normal 
sibling. A subsidiary study comparing the behaviours of
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disabled singletons and siblings in a special school setting 
was also carried out. Results of the various studies are 
discussed separately.
Section VIII presents information on the retest 
reliability of the home observations. It is followed, in 
Section IX.A, by discussion of the maternal interview data. 
The data are divided into three parts. The first involves 
information relevant only to handicap families and examines 
the prevalence of several measures of disablity and social 
support, as well as attitudes to handicap in the sample as a 
whole and, where appropriate, in sub-groupings based on the 
age of the disabled child. The second part compares handicap 
and control families on a variety of social variables and
explores differences in upbringing due to handicap. The
overall adjustment of children in handicap and control 
families based on maternal ratings is also examined. The
final part looks at control mothers’ expressed attitudes 
towards integrating C.P. children within the community.
Data from home observations of sibling interaction 
(section IX.B) were analysed for handicap efects and for
differences due to the age, birth order and sex of the 
siblings. Analyses were run both on the initial behaviour 
categories and on factor scores derived from principal 
components analysis. The use of sequential analysis to esta­
blish patterns of interaction characteristic of particular 
groups was especially interesting as it provided indications 
of how the behaviour of each group member evoked and 
reinforced the behaviour of the other.
3
The final results section (IX.C) presents findings 
from teacher ratings and direct observations of C.P. 
children in a special pre-school setting. Comparisons are 
made between singletons and children with siblings.
Since the findings were discussed in detail in the 
three separate results sections, the thesis concludes with a 
general summary of the main findings and with recommenda­
tions for further study. The Appendices and Bibliography are 
included in a separate volume for ease of reference.
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II. C E R E B R A L  P A L S Y
A. MAJOR DISABILITIES AND ASSOCIATED HANDICAPS
The term cerebral palsy covers a group of conditions 
characterised by motor dysfunction due to non-progressive 
brain damage early in life. Estimates of its incidence have 
varied between 1.4 and 2.7 cases per thousand live births, 
depending on the clinical criteria used to define the 
condition, the method of data collection, the age at 
diagnosis (with early diagnoses tending to overestimate the 
prevalence of C.P.) and the time period for which data are 
reported (Nelson and Ellenberg, 1978; Paneth and Kiely, 
1984). There are indications that, after an initial drop in 
the prevalence of cerebral palsy in industrialised nations 
around the 1960's, attributed to improved methods of neo­
natal care, prevalence rates may be rising again, probably 
because intensive obstetric and neonatal interventions have 
increased survival rates for high-risk infants (Kiely et al, 
1981; Hagberg et al,1982; Pharoah et al, 1987).
The type of cerebral palsy, its severity and the 
number of affected limbs will differ, depending on the 
extensiveness and position of the lesion. Some children will 
present only very mild impediments, e.g. a slight rigidity 
or dragging of the lower limbs and some clumsiness in fine 
motor skills. At the other extreme are children who are 
totally inacapacitated, with virtually no voluntary control 
over their limbs or trunks, or over the muscles involved in 
speech or swallowing. Generally, children would appear to be 
equally distributed between mild, moderate and severe
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degrees of motor impairment, though children with spastic 
quadriplegia do tend to be more severely incapacitated 
(Bowley and Gardner, 1972; Alberman and Stanley, 1984).
The injury to the brain which produces the motor 
handicap may also result in other related abnormalities. One 
of the main additional handicaps associated with cerebral 
palsy is mental retardation, which appears to be present to 
some degree in almost half the C.P. population. Speech 
defects are also present in around 50% of these children, 
with approximately 20% having no intelligible speech (Bowley 
and Gardner, 1972; Nelson and Ellenberg, 1978). Epilepsy is 
reported in approximately one third of C.P. children as are 
visual and auditory defects (Bowley and Gardner, 1972; 
Robinson, 1973). Many C.P. children also have difficulty in 
paying sustained attention to a task and in interpreting 
visual stimuli, leading to difficulties in learning (Wedell, 
1960, 1963; Abercrombie et al, 1964).
Cerebral palsy has been called a "symposium of 
handicaps" (Robinson, 1973) because the basic motor 
dysfunction is usually not found in isolation, but is 
accompanied by one or more additional handicapping 
conditions. In his study of 80 cerebral palsied children who 
attended a centre for assessment and care of neurologically 
handicapped children, Robinson found none of the children 
to be free of additional deficits. Of the 80 children, 32.5% 
presented one additional handicap, 35% had two, 25% 
presented three and 7.5% four. Although such a specialized 
centre would tend to serve a more severely disabled 
population and though Robinson makes no claim that his
6
sample is representative of the British C.P. population, the 
data are indicative of the multiplicity of problems which 
so often accompany cerebral palsy.
B. SECONDARY EFFECTS OF HANDICAP
In addition to the problems arising directly from the
brain lesion, there are numerous indirect effects on the
life of the C.P. child. These include his inability to
participate in various social activities, his necessarily
increased dependence on others and his restricted capacity
for coming into contact with the environment, which further
aggravate his situation and exert a pernicious influence on
1
his cognitive and social-emotional development.
1. INADEQUATE ENVIRONMENTAL CONTROL
Scarr and Grajek (1982), in reviewing genotype- 
environment correlations, suggested that these were of three 
types:
i) passive - comprising the combined genetic and
environmental heritage provided by the parents;
ii) evocative - involving the differential responses
evoked from the environment by the various geno­
types; and
iii) active or ’’niche-picking" - referring to selective
attention to and deliberate choice of environments
which are stimulating for and compatible with the 
genotype.
1 As studies of secondary effects in cerebral palsy are very 
few, the literature review is based on studies of various 
handicapping conditions.
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If these categorisations are applied to the C.P. 
child, and depending always upon the degree of handicap 
present, it is likely that passive genotype-environment 
correlations will exert an unusually powerful influence on 
his development, as he will tend to be highly dependent on 
his parents and more confined to the home than are normal 
children. Furthermore, to the extent that he is incapable of 
independent movement and unable to express his needs, he 
will be inhibited from active niche-picking and, though he 
can of course elect to attend to or disregard whatever 
environmental stimulation is available, he will have to rely 
on others to provide it. Finally, at the evocative level, 
the child's helplessness will elicit predominantly care­
taking responses from the environment, which will tend to 
perpetuate his dependency and lack of self-direction in 
addition to depriving him of diversity in environmental 
responsiveness.
Inevitably, to the degree that they are present, such 
restrictions will exert a profound influence on the child's 
development. In fact, several studies have documented the 
disabled child's inability to effectively control his 
environment, both inanimate and animate.
a) Interactions with the inanimate environment
It is well established that intentional movement and 
the active manipulation of a wide variety of objects greatly 
facilitate the child's cognitive development (Piaget, 1952; 
Lewis, 1978). Thus, the motor difficulties of the C.P. 
child, to the extent that they limit his voluntary movements
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and restrict his ability to motorically gain contact with 
the environment, can be expected to deprive the child of 
vital stimulus experiences and to curtail his understanding, 
both of his own body and of the world around him. Indeed, 
the severely handicapped child, who cannot reach out to his 
surroundings himself, who often cannot ask for what he 
needs, and who perhaps is lacking in adequate head control 
so that he cannot even reliably observe others in action, 
will be subjected to severe "environmental deprivation" 
(Shere & Kastenbaum, 1966) which will, in time, result in
permanent cognitive deficits unless steps are taken to
provide him with appropriate stimulation.
b) Early interactions with the mother
Not only is the handicapped child prevented from
actively exploring and manipulating the physical environ­
ment, but he also appears to be significantly hampered in 
his social interactions, starting with his earliest inter­
actions with his mother. In their review of the relevant 
literature, Crnic et al (1983) concluded that there was some 
evidence of a general asynchrony in the interactive 
behaviours of the mother-disabled child dyad, which was 
expressed by a lack of reciprocity in their interactions.
Although evidence is as yet tentative, there are 
indications that impaired infants are deficient in many 
behaviours which normally elicit and reinforce maternal 
responsiveness. For instance, social behaviours such as
smiling and vocalisation are often restricted or very slow 
in appearing (Stone & Chesney, 1978; Brooks-Gunn & Lewis,
1982) so that maternal initiatives are not rewarded and tend 
to decline for, as noted by Osofsky and Danzger (1974), it 
is not only the attentive, sensitive mother who tends to 
have a responsive baby, but also the responsive baby who 
evokes attentive, sensitive behaviours from the mother, and 
here the mother-disabled child dyad would appear to be at a 
distinct disadvantage.
An associated issue is the low overall response rate 
of disabled infants and children (Kogan et al, 1969; Eheart, 
1982, Stoneman et al, 1983, Smith et al, 1984, Wasserman et 
al, 1985, Hanzlik and Stevenson, 1986) and more particularly 
of C.P. children (Terdal et al, 1976; Cunningham et al, 
1981; Brooks-Gunn and Lewis, 1982). Handicapped children's 
behaviours do increase over time, but they do so at a 
slower rate than that displayed by normal children. Unfor­
tunately, mothers of disabled children do not appear to 
respond optimally to these slower increases so that, at each 
age and developmental level, disabled children experience 
less maternal responsivity than normal children (Brooks-Gunn 
& Lewis, 1982, 1984; Hanzlik & Stevenson, 1986) and mother- 
disabled child dyads are less actively and reciprocally 
involved with each other and more likely than normal mother- 
child pairs to "do nothing together" (Kogan et al, 1969).
2. MODIFICATIONS IN PARENTAL BEHAVIOUR
a) High maternal control
Comparisons of maternal interaction with normal 
versus handicapped children have established higher maternal
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dominance in the mother-disabled child dyad. Studies have 
been based on maternal reports (Shere and Kastenbaum, 1966; 
Long & Moore, 1979; Smith et al, 1984; Gath & Gumley, 1987) 
and on direct observation of mother-child interaction, both 
in the laboratory (Kogan et al, 1969; Kogan & Tyler, 1973; 
Marshall et al,1973; Terdal et al, 1976; Kogan, 1980; 
Eheart, 1982; Wasserman et al, 1985) and at home (Breiner & 
Forehand, 1982; Stoneman et al, 1983; Hanzlik & Stevenson, 
1986). Despite methodological differences across studies, 
results have been remarkably consistent in indicating a high 
degree of maternal directiveness towards disabled children.
For instance, Eheart (1982) reported that mothers of 
retarded children dominated laboratory free-play sessions, 
initiating more than twice as many interactions as mothers 
of normal children (matched for cognitive level on the basis 
of play behaviour). Mothers of retarded children initiated 
six times as many interactions as their children, whereas in 
mother-normal child dyads initiative was taken equally by 
mother and child. Additionally, mothers of normal children 
played longer with a toy selected by their child, while the 
opposite held true for mothers of retarded children. 
Overall, mothers of retarded children issued 3.5 times as 
many directives as the control mothers. High directiveness 
was also reported in the Terdal et al (1976) laboratory 
study, where 67% of all behaviours emitted by mothers 
towards their low M.A. children were found to be commands.
Home observations have produced analogous results. 
Stoneman et al (1983) found that parents of Down's syndrome
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children assumed a managing/teaching role 71% of the time 
and a playmate role only 25% of the time. The corresponding 
percentages for parents of normal children were 36% and 53%, 
respectively. Similarly, Breiner and Forehand (1982), 
reported that parents of developmentally delayed children 
were four times as likely to issue commands as parents of 
clinic-referred non-compliant children or parents of normal 
children. Unfortunately, both studies matched children on 
the basis of chronological rather than mental age, so that 
parents may well have been responding to the delayed child 
in terms of his mental level rather than his age.
Although high parental control in the mother-disabled 
child dyad is generally well supported, the direction of 
effects is not at all clear. Is the dominance of the mother 
due to the child’s helplessness and inability to assume 
control, or are passivity and lack of initiative in the han­
dicapped child fostered by high maternal dominance? It seems 
highly probable that both effects operate concurrently, each 
strengthening and perpetuating the other.
Bell's homeostatic model (1974) appears to give the 
best explanation for the dynamics operating in the mother- 
disabled child dyad. The model assumes that each participant 
in a social interaction has upper and lower limits relative 
to the intensity, frequency or situational appropriateness 
of behaviour shown by the other. When the upper limit for 
one participant is reached, the participant reacts in ways 
that tend to reduce or redirect the inappropriate or 
excessive behaviour (upper limit control reaction). Conver­
sely, when the behaviour of the other falls below expected
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levels, the reaction is to prime, stimulate or in other ways 
attempt to increase the the insufficient or non-existent 
behaviour (lower limit control reaction).
A series of observational studies (Kogan et al, 1969; 
Terdal et al, 1976; Kogan, 1980; Cunningham et al, 1981, 
Eheart, 1982; Stoneman et al,1984; Wasserman et al, 1985; 
Hanzlik & Stevenson, 1986) have indicated that disabled 
children are significantly less likely than normal children 
of similar mental or chronological age to either initiate 
social activity or respond to social stimulation, and signi­
ficantly more likely to play alone rather than interactively 
(Cunningham et al, 1981), possibly because they are not 
capable of handling complex or multiple social stimuli and 
reach their upper limits relatively quickly.
Though several of the studies also reported that 
disabled children were less compliant than normal controls, 
which could again constitute an upper limit control reac­
tion, Hanzlik and Stevenson (1986), noted that these 
children received many more commands. In their own study, 
which found higher frequencies of compliance for C.P. 
children and higher frequencies of non-compliance for both
C.P. and retarded children, differences between disabled and 
control groups became insignificant when evaluated propor­
tionately to the number of commands issued.
On the other hand, the mothers of physically and/or 
mentally handicapped children appear to be evidencing lower 
level control reactions and to be attempting to provoke and 
sustain activity from their more passive children by
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becoming more directive and intrusive. However, research 
suggests that commands and over-structuring are detrimental 
to dyadic interaction.
For instance, two intervention studies with develop- 
mentally delayed and C.P. children (Mash and Terdal, 1973; 
Tyler and Kogan, 1977) have indicated that increased mater­
nal responsiveness to the child's initiatives and decreased 
directiveness are crucial to the fostering of increased 
child responsivity. It is therefore unfortunate that in the 
above-mentioned observational studies, in addition to being 
more controlling, mothers were also less likely to encourage 
their child to take turns in leading the interaction and 
more likely to be unresponsive to his few attempts to 
initiate some form of joint activity.
Furthermore, there are indications that mothers of 
disabled children not only nurture passivity by doing things 
for their child instead of encouraging him to participate by 
doing things with him (Shere, 1956; Smith et al, 1984), but 
also that mothers tend to evaluate passivity in the disabled 
child positively, expressing more positive affect towards 
him the more they perceive him as compliant and undemanding 
(Shere and Kastenbaum, 1966; Harper, 1984).
To the extent that they "infantilize" the disabled 
child (Sharlin and Polansky, 1972) by overly controlling and 
protecting him, mothers discourage their child from becoming 
more competent and independent, making maternal intervention 
imperative and setting up a self-perpetuating vicious cycle.
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b) Secrecy and lack of information
In 1964, Turk referred to the "web of silence" 
surrounding the issue of handicap in the families of cystic 
fibrotic children. Turk found that in 60% of the 28 families 
studied, the parents had not discussed the disorder with 
either the disabled child or his normal siblings, but had 
found a variety of explanations for the symptoms displayed. 
And yet open discussion with a handicapped child (at his 
level) is vital, not only in explaining his condition to him 
and encouraging his participation in the various ongoing 
diagnostic and therapeutic procedures, but also in establi­
shing a family norm of open communication so that the child 
can feel free to discuss any of the concerns and worries 
which will inevitably arise over the years.
It seems likely that secrecy or misinformation (e.g. 
"You aren't walking yet because you're not old enough.") 
will be easier to maintain when the disabled child is young 
and largely confined to the home environment. However, to 
the extent that he is prevented from discussing his impair­
ments, the child will be confused as to why he is incapable 
of doing the things that everyone else is doing and he will 
be deprived of essential emotional support from his parents.
A longitudinal study by Minde et al (1972) indicated 
that, where parental communication was open and realisti­
cally balanced, providing the child neither with false 
assurances that he was "like anyone else", nor with brutally 
"honest" statements that he was disabled and had better come 
to terms with the fact, the physically handicapped children
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were more likely to adapt successfully, incorporating the 
reality of their disability into their self-concepts.
Unfortunately, open discussion appears to be the 
exception rather than the rule. Cull's (1974) study of 
cystic fibrotic children found that only 20% of mothers 
reported discussing his condition fully with their child. 
Long and Moore (1979) found that one third of the parents of 
epileptic children, aged 6 to 14, had never discussed the 
child's disorder with him and, of the remaining two thirds, 
it was not clear how extensive and satisfactory (from the 
child's point of view) the discussions had been.
c) Parental rejection
Although several studies report on maternal rejec­
tion, there is no mention of paternal rejection, other than 
the father deserting the family (Tew et al, 1977) presumably 
as a result of the stresses created by the child. Even 
maternal rejection, though extensively discussed, is not 
supported by empirical evidence. Most of the reports on 
maternal rejection are based on clinical experience, making 
generalisation hazardous as clinic populations tend to 
include the more extreme cases (e.g. Solnit and Stark, 1961; 
Bentovim, 1972a; MacKeith, 1973; Podeanu-Czehovsky, 1975), 
or on retrospective parental reports (e.g. Drotar et al, 
1975) which are of questionable validity. However, a few 
more recent studies based on direct observation of mother- 
child interaction have also provided indications of maternal 
rejection of the disabled child.
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A small but well-controlled study by Wasserman and 
Allen (1985), using direct observations of mother-infant 
dyads at 9, 12, 18 and 24 months in a laboratory free-play
setting, showed that mothers of handicapped infants were 
more likely to ignore them at 24 months (though not at 
earlier ages) than either mothers of prematurely born 
infants (i.e. a population also considered to be at risk for 
maternal rejection) or mothers of normal controls. The 
findings parallel those from a small longitudinal study of 
mothers interacting with their C.P. children by Kogan et al 
(1974), which pointed to decreases in maternal affectionate 
and accepting behaviours over time, and more particularly 
when the child was non-ambulatory by the age of 5.
Laboratory observations of mother-child interaction, 
comparing 60 dyads with developmentally delayed pre-school 
children to 96 normative mother-preschooler dyads, indicated 
that mothers of delayed children were less likely to smile 
at their children and express positive affect towards them. 
Mothers were also more likely to ignore their delayed young­
sters and to display non-accepting behaviours and expres­
sions of negative affect than were mothers in the normative 
group (Kogan, 1980).
While it is obvious that parental rejection will have 
serious consequences, affecting both the cognitive and 
social-emotional development of the child, it is not clear 
how many parents reject their disabled children and how 
consistently they do so. Is rejection continuous, or are 
there periods when it becomes exacerbated (e.g. during 
"crisis" periods)? How pervasive and intense is it and under
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what conditions is rejection intensified or alleviated? Does 
it extend to all or most parental behaviours, or is it 
confined to a few situations which the parents find 
particularly stressful? Although there are some indications 
that rejection tends to intensify over time, there are 
clearly many more questions in the area of rejection than 
there are answers.
3. SIBLING RELATIONSHIPS
As early as 1959, Farber noted that, due to his slow 
rate of development and restricted abilities, the mentally 
retarded child eventually assumed the role of the youngest 
child in the family, regardless of his actual birth order.
Two later studies, one comparing 8 well-adjusted 
educable mentally retarded boys aged 10 to 12 and their 
younger brothers to normal controls (O’Connor and Stacho- 
wiak, 1971) and the other comparing 15 epileptic children 
aged 8 to 16 and their younger siblings to normal sibling 
pairs (Ritchie, 1981) provided some support for Farber's 
contention. The studies, which were both designed to examine 
patterns of family interaction, rated structured family 
discussions for factors such as dominance, extent of par­
ticipation, clarity of communication, etc. Both found that, 
in addition to patterns of high maternal control in the 
handicap groups, there was a tendency for the handicapped 
older sibling to take a position of reduced involvement and 
to display behaviour patterns comparable to those of the 
younger sibling in the control families.
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Further support has very recently been provided by a 
direct observational study by Abramovitch and her associates 
(1987). The researchers, who have previously reported on 
sibling interaction in normal families (e.g. Abramovitch et 
al, 1979, 1980, 1986, Corter et al, 1983; Pepler et al,
1981), extended their study to 31 Down’s syndrome children, 
aged 1.5 to 10 years, and their siblings. Sibling dyads were 
observed in their homes and, for 20 of the pairs, follow up 
data were also obtained one year later.
The researchers compared interaction in the Down's 
sibling pairs to earlier normative data (Abramovitch et al, 
1986) and found that, although the general nature of sibling 
interactions was similar to that of the normative group, 
there were certain important differences. Firstly, the 
patterns of behaviour of the handicapped children were com­
parable to those of second-born children in normal families, 
with the normal sibling taking on the role of the first­
born, regardless of birth order. More specifically, normal 
children initiated more interactions, whether pro-social or 
agonistic, and did not often imitate their Down's siblings. 
The disabled children, on the other hand, displayed a high 
tendency to imitate their normal siblings (behaviour highly 
characteristic of second-borns, e.g. Lamb, 1978a, 1978b;
Dunn & Kendrick, 1982b) and were generally less active.
The normal siblings, though generally similar to 
first-borns in normal families, tended to be more nurturant 
towards their Down's siblings than were first-borns towards 
second born siblings, and dyads with elder normal siblings
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were characterised by high rates of prosocial behaviour. 
However, in pairs where the Down's child was the elder of 
the two siblings, his relative inability to take the 
initiative led to lower levels of sibling interaction. 
Moreover, there were some indications that the sibling 
relationship in the Down's dyads remained more static over 
time when compared to the normative group, although the fact 
that observations were repeated after 12 months for the 
Down's siblings as compared with 18 months for the normative 
group may well have contributed to the differences observed.
The studies mentioned are, ofcourse, too few and too 
small to be conclusive, but they do tend to tie in with data 
from mother-child interaction as also with the findings from 
peer interactions of the disabled (to be discussed in the 
following section) and to indicate pronounced interactional 
deficits in the disabled child, particularly with regard to 
initiating and directing interpersonal interaction.
4. SOCIAL ISOLATION
a) The social context
There can be no doubt that changes in legislation, at 
least in the industrialised nations, are increasingly 
promoting the integration of the handicapped within the 
normal community. For example, in the U.S., amendments were 
made to the Education for the Handicapped Act of 1975 and 
the Rehabilitation Act of 1973, in 1983 and 1984, respec­
tively. In Britain, publication of the Warnock report in 
1978 resulted in numerous legislative changes promoting
20
community integration of the disabled. Greece, although a 
co-signatory of the various U.N. and W.H.O. resolutions 
regarding the disabled, is only just beginning to implement 
integrative procedures, starting with the schools (Ministry 
for Education Circular No 399/1984). Public schools are 
required to accept disabled children and provisions are 
gradually being made, both to train regular teachers in 
dealing with the handicapped and to set up special classes 
for those children who require them.
Results of such legislative changes are already 
visible, particularly in the more industrialised nations. 
Regular schools are accepting children with a variety of 
handicaps and the large, isolated institutions, which essen­
tially provided caretaking functions, are quite rapidly 
giving way to units which train the disabled for life in the 
community. Efforts are increasingly focussed on providing 
the handicapped with the necessary support services (e.g. 
therapists, special educators and classes, training and job 
opportunities) which will enable them to remain within the 
community and make it unnecessary for them to accept insti­
tutional placement. The issue of environmental inaccessibi­
lity is also being addressed and, although the handicapped 
are still excluded from a wide variety of settings, the 
increasing provision of special facilities (e.g. ramps, 
lifts, washrooms, transportation) and the modification of 
pavements to permit wheelchair mobility, are beginning to 
open up the community to the disabled.
However, legislation and the architectural modifi­
cation of the environment are only the first steps in the
21
effort to integrate the disabled into society. The imple­
mentation of the necessary practical changes will take time 
and will, particularly in the non-industrialised nations, 
inevitably come up against the problem of restricted finan­
cial resources, while the modification of social prejudices 
will be an even slower and more painful process.
Several clinical studies (e.g. Bentovim, 1972b; 
Poznanski, 1973; Podeanu-Czehovsky, 1975) have reported 
that, in his attempts at social participation, the disabled 
child tends to experience a combination of overt rejection 
(e.g. refusals to play with him), aggression, expressions of 
curiosity, fear or disgust, and teasing and derogatory name- 
calling. However, while such reactions clearly do occur, 
there are no indications in the clinical literature of their 
frequency, intensity or universality.
At the same time, both parent and teacher reports 
have suggested that, from quite early ages, disabled child­
ren tended towards solitary activities and were likely to be 
socially isolated as they were not included in peer activi­
ties (Hewett, 1970; Minde et al, 1972; Long & Moore, 1979). 
Tendencies to avoid the disabled have also been found in a 
series of studies by Richardson and his associates (see 
summary by Richardson, 1976) which investigated attitudes 
towards the handicapped from the age of 6 years to adulthood.
More recently, direct observational studies confirmed 
the latter findings for a variety of handicapped populations 
(see review by Guralnick, 1986). The studies further indica­
ted that, although for mildly handicapped children the
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mainstreamed school setting did provide opportunities for 
social interaction with non-handicapped peers, such inter­
action was often qualitatively dissimilar to the co-equal 
relationships of normal peers. Normal children adopted a 
more adult-like role, becoming highly responsive to the 
disabled child, but also tending to initiate and control 
interactions and to assume an instructional manner of com­
munication (Guralnick and Paul-Brown, 1977, 1984). Insofar
as the moderately and more severely affected children were 
concerned, the studies indicated that they received very 
little attention from their normal classmates.
Sadly, this isolation tends to increase with age, 
becoming particularly pronounced during adolescence (Minde 
et al, 1972; Chess et al, 1980; Suelze and Keenan, 1981). It 
would appear that, although the younger child is willing to 
accept a disabled youngster as a friend, the older child is 
far less likely to select a handicapped companion in the far 
more intense friendships of school age or adolescence. In 
fact, with increasing age, the atypical child is highly 
unlikely to be chosen either as a same-sex confidant or as a 
crossed-sex partner on dates or other social outings for, on 
the one hand, his experiences are too divergent from the 
norm to make him a valuable advisor while, on the other 
hand, there is no prestige in going out with a disabled 
partner.
Minde et al (1972) have suggested that the disabled 
child moving towards adolescence is increasingly faced with 
a "problem of marginality". On the one hand he is expected
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to take his place within "normal1 society (e.g. by going to 
school and acquiring as many regular qualifications as 
possible) while, on the other hand, society is shocked if he 
tries to become "normal" in other respects (e.g. engaging in 
sexual experimentation). The disabled adolescent thus finds 
himself in an impossible "bind" (Jaehnig, 1974) as he is 
expected to create and maintain an appearance as close as 
possible to normality while, at the same time, never 
forgetting that he is handicapped.
This lack of consistency is not only confusing, it is 
also a clear indication of how qualified social acceptance 
of the disabled individual really is. Under such circum­
stances, both normal and handicapped persons can be expected 
to experience acute discomfort and to withdraw from further 
social interaction. Integration of the disabled is, in fact, 
quite situation-specific and largely confined to the school 
setting. Marriages are rare and jobs hard to find, so that 
handicapped persons are often expected to lead a more 
circumscribed existence than is actually warranted by their 
disabilites (Hewett, 1970; Asch, 1984a).
Social discrimination would appear to arise from the 
intense anxiety and ambivalence experienced by most normal 
individuals in the presence of handicap. The handicap looms 
larger than the person, it defines him and sets him apart, 
and for many it becomes impossible to look beyond the 
handicap to the individual. Torn between feelings of aver­
sion on the one hand, and the social imperative to accept 
and succour the weak on the other, the normal population 
find themselves at a loss how to behave. In their embarras­
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sment they may pretend to ignore a situation which cries out 
for attention, or offer help when none is required, or 
become overly enthusiastic over the disabled person’s most 
trivial achievement, as if it were a wonder that he could do 
anything at all. Whether they are patronising or rejecting, 
their unnatural, stilted reactions create discomfort in the 
disabled and a tendency to withdraw from social interaction.
Adrienne Asch, herself disabled, reflects that "with­
out the social discrimination it has customarily entailed, a 
disability could be reasonably neutral, almost incidental to 
a person’s life" (Asch, 1984b, p.551). It is society’s 
reaction to handicap, coupled with the conviction it creates 
in the disabled individual that he has somehow failed to 
measure up to social expectations, which often magnify the 
impact of an impairment out of proportion to its severity.
b) Limited social abilities of handicapped children
Although there can be no doubt that social prejudice 
exists, there are also clear indications in the literature 
that disabled children are limited in their capacity to take 
advantage of the social opportunities available to them 
(Field, 1980; Novak et al, 1980; Guralnick & Groom, 1987). 
In some cases this is due to specific deficiencies in 
expressive language or information processing skills, but in 
most cases it appears to be due to a more generalised lack 
of social skills, perhaps following on from the difficulties 
encountered in establishing effective mother-child and 
sibling interaction.
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Novak et al (1980), observing children in regular and 
special pre-school settings, found children with developmen­
tal delays or behaviour disturbance to be more involved with 
objects and less interested in their peers than were matched 
controls. Though the target children were more like controls 
when in integrated rather than segregated settings, social 
deficits continued to be pronounced, with target children 
both receiving and initiating less social interaction.
Similar findings were reported by Field (1980) who 
noted that, though handicapped children did show social 
improvement over time, moving from self-stimulatory activi­
ties, to involvement with toys and even to some peer-related 
interactions (for the mildly delayed group), they consis­
tently lagged behind developmentally matched normal controls 
in peer-directed behaviours, indicating that impairment in 
social development tended to be more severe than their 
overall developmental level would appear to warrant. It 
should, however, be noted that the children in Field's study 
were grouped according to degree of developmental delay, so 
that the more delayed the child, the more unresponsive and 
unstimulating his peers would tend to be.
In a highly controlled observation study comparing 
4-year-old mildly developmentally delayed boys with two 
normal control groups (matched for chronological age and for 
developmental level) in a playgroup setting, Guralnick and 
Groom (1987) found that the delayed children, though 
initially well accepted, were increasingly isolated and were 
the least preferred play partners, tending to engage in 
considerably more solitary play than either of the two
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normal groups. Since extreme care had been taken to ensure 
that the boys were previously unaquainted and that no 
reputational factors could have contributed to the social 
isolation of the delayed children, it became clear that it 
was the lack of social skills among the delayed boys that 
generated their isolation. The delayed group were not only 
the least socially interactive and the least likely to be 
sought as resources, they were also the least interested in 
their peers, paying little attention to the activities of 
their peers and displaying fewer onlooker behaviours.
It is clear that the handicapped child tends to 
experience restricted social interaction. To some extent 
this may well be due to his limited ability to participate, 
particularly in the more energetic or complex activities of 
his peers, as also to parental failure to see the opportu­
nity for play with peers as being important enough to make 
time and plans for (e.g. Shere and Kastenbaum, 1966; Smith 
et al, 1984). Furthermore, special schools tend to bring the 
disabled child into contact with peers who are equally 
socially inept, thereby restricting his contacts with models 
of effective social behaviours. Nevertheless, there are also 
indications that handicap is socially aversive, so that the 
handicapped child is often deprived of opportunities for 
social interaction through no failure on his part or on that 
of his parents.
Whatever the underlying reasons, the social 
activities of the handicapped are both quantitatively and 
qualitatively restricted. With fewer and less diverse
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opportunities for acquiring and practising social skills, 
they may well become socially inept over time and decrea- 
singly capable of attracting and sustaining reciprocal 
social interactions.
C. SOCIAL-EMOTIONAL ADJUSTMENT OF THE DISABLED CHILD
In view of the multiple adverse influences on the 
lives of handicapped children, they seem, on the whole, to 
be coping amazingly well. Indeed, Tavormina et al (1976) 
have suggested that the early clinical literature on 
handicap created a stereotypical expectation of emotional 
maladjustment in the disabled child which has been wrongly 
perpetuated, without validation, by later writers. Their own 
study, of 144 children with a variety of handicaps, using 
"objective" personality tests as opposed to psychiatric 
interviews and projective tests, indicated that the majority 
of the children were coping successfully in spite of their 
handicaps, with the typical child in their sample performing 
very much like a normal child.
Bolstad (1975), too, using home observations and 
parental ratings, reported that the disabled child could not 
be described as immature, inadequate, unsocialised, over­
protected, or destructive and that he did not differ 
significantly from either his normal siblings or normal 
control subjects in terms of deviant or dependent behaviour. 
Similarly, Cull (1974), found that morbid preoccupations and 
emotional disturbance were not characteristic of her sample 
of cystic fibrotic children, while Gayton et al (1977), also
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with a sample of children with cystic fibrosis, found no 
signs of significant emotional difficulties.
Notwithstanding the fact that there is more than a 
grain of truth in the above-mentioned statement made by 
Tavormina et al, there is also considerable evidence of 
social-emotional maladjustment in disabled children and 
particularly in those whose impairments are associated with 
neurological damage, as is the case with C.P. children.
The Isle of Wight Study (Rutter et al, 1970a) indica­
ted that the rate of psychiatric disorder in school age 
children with brain lesions was 58.3% for children who also 
presented epileptic seizures and 37.5% for children without 
fits, as compared to 11.6% in physically handicapped 
children without brain lesions and 6.6% in non-handicapped 
children. Even when factors such as I.Q. and the visibility 
and severity of the handicap were statistically controlled 
for, physically handicapped children with brain damage (pre­
dominantly cerebral palsied) continued to show higher rates 
of psychiatric disturbance. Furthermore, a later study by 
Rutter and his associates (Seidel et al, 1975) which 
directly compared normally intelligent crippled children, 
with and without brain damage, found psychiatric disturbance 
to be twice as high (24% versus 12%) in children with brain 
lesions. It thus appears that it is the brain damage per se 
which renders children more susceptible to psychiatric 
disturbance, as measured by a combination of behaviour 
ratings made by mothers and teachers and standardised 
psychiatric interviews of the children.
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Other studies have also reported higher emotional 
disturbance in disabled children. For instance, McMichael's 
(1971) study of physically handicapped children, using 
parental and teacher reports, indicated that 52% of the 
children presented moderately severe to severe emotional 
problems. Podeanu-Czehovsky (1975), on the other hand, using 
psychiatric interviews and what she termed "extensive 
psychological investigation" of 65 C.P. children, found 
disturbance (isolation, overt aggression and dependency) to 
be higher than "normal" in only 20% of cases. She notes, 
however, that when parental reports were obtained, 52 of the 
65 families reported "problems" with the children.
This highlights the central role played by metho­
dological differences in the rates of maladjustment reported 
by the various studies. Indeed, in the study by Seidel et al 
(1975) mentioned above, psychiatric disturbance was found in 
30%, 25% and 45% of the physically handicapped children with 
brain lesions, depending upon whether results were based on 
teachers1 reports, maternal reports or psychiatric inter­
views, respectively. Regardless of whether such differences 
are due to the impact of the physical setting, the 
differential emotional involvement of the interviewees, dis­
crepancies in criteria or in the measuring instruments 
themselves, differences in methods of data collection exert 
such a profound influence on results, that no meaningful 
comparisons can be made across methods.
Furthermore, the age and mental ability of the 
handicapped child also appear to influence his psychological 
adjustment. It is generally the more retarded child (Rutter
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et al, 1970a) or the older, more intelligent child with full 
awareness of the implications of his handicap (Minde et al, 
1972; Cull, 1974; Tavormina et al, 1976) who is more likely 
to display psychiatric symptoms such as alienation, 
neuroticism or depression. The younger child is more likely 
to be hyperactive, aggressive or unstable (Hewett, 1970; 
Tavormina et al, 1976). Thus where age and mental ability of 
samples differ, results will again not be comparable and, 
where these factors are not controlled for, they may well 
confound the results obtained.
Despite methodological difficulties, some consisten­
cies do emerge from the literature. The relative isolation 
and social impairment of the handicapped child have been 
confirmed by several studies based on standardised 
instruments (Seidel et al, 1975; Tavormina et al, 1976), on 
behavioural ratings by parents and teachers (Cull, 1974; 
Long & Moore, 1979), on clinical experience (Mattson, 1972; 
Podeanu-Czehovsky, 1975) and on direct observation (Field, 
1980; Novak et al, 1980; Guralnick and Weinhouse, 1984; 
Guralnick and Groom, 1985, 1987; Zetlin and Murtaugh, 1988). 
Dependency, rigid clinging to routine and lack of self- 
direction have also been reported, both in clinical studies 
(Oswin, 1967; Bentovim, 1972b; Mattson, 1972; Podeanu- 
Czehovsky, 1975) and a study based on ratings by both 
parents and teachers (Long & Moore, 1979). Studies based on 
the Rutter behaviour scales have generally found a bias 
towards neuroticism rather than behavioural problems, though 
no specific pattern of symptoms could be established (Rutter 
et al, 1970a; Seidel et al, 1975; Long & Moore, 1979).
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This is not to say that behaviour problems are not 
present in cerebral palsied children. For instance, Hewett's 
(1970) study indicated that mothers of 1 to 8 year old C.P. 
children were experiencing daily or almost daily tantrums 
more than twice as often as mothers of normal 4-year-olds in 
the Newsons’ Nottingham sample (Newson and Newson, 1968), 
the percentages being 22% and 9%, respectively. However, the 
C.P. child is generally in a highly frustrating situation 
and, if he is also incapable of communicating verbally, 
screaming and crying could be his only means of making 
demands, expressing negative emotions, or even impinging on 
his environment, leading to increased reports of "tantrums".
The issues of the handicapped child’s self-concept 
and self-esteem have also attracted researchers. Three of 
the studies have used the Piers-Harris Children's Self- 
Concept Scale (Piers, 1969), thus providing a standard self- 
report situation which allows for comparisons. Harvey and 
Greenway (1984), reporting on an Australian sample of phy­
sically handicapped (predominantly cerebral palsied), 9 to 
11 year old children with normal intelligence, found them to 
have a lower self-concept (lower sense of self-worth, 
greater anxiety and a less well-integrated view of the self) 
in comparison to normal controls and also to express fewer 
feelings of happiness or satisfaction. Lowered self-esteem 
was also found in responses made by epileptic children, as 
compared to the responses of their normal siblings (Long and 
Moore, 1979). However, Gayton et al. (1977), using the same 
scale with 30 cystic fibrotic children, found only two 
children with scores more than 1 standard deviation below
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the norm. These results yet again confirm the greater diffi­
culties present in neurologically impaired children.
In concluding this rather disheartening section, it 
should not be forgotten that athough an inordinately large 
number of disabled children appear to have some degree of 
emotional disturbance, at least half of these children do 
not. Furthermore, there is extreme variability in the scores 
of handicapped children, so that group patterns are not 
necessarily accurate reflections of the psycho-social 
adaptation of the individual child.
Where, despite the heavy odds, handicapped children 
succeed in functioning effectively, a clinical study by 
Mattson (1972) indicates that they are characterised by 
acceptance of the limitations realistically imposed by their 
condition with little need to use their disabilities for 
secondary gains, by the assumption of responsibility for 
themselves and for their needs, by feelings of pride in 
their achievements and their mastery over their handicaps, 
by feelings of satisfaction arising from many compensatory 
activities and, finally, by heightened maturity, sensitivity 
and compassion.
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III. THE EFFECT OF THE CHILD'S HANDICAP ON THE PARENTS
A) Parental Reactions to Disability
The knowledge that they have produced a defective
baby is devastating to parents. All reports on the early
impact of the diagnosis upon the parents stress their 
feelings of shock, grief, anger, helplessness, confusion and 
disbelief, as also feelings of guilt based on the (usually 
mistaken) conviction on the part of the parents that they 
are somehow responsible for the child's condition.
Reports, based on clinical impressions, emphasise the 
emotional investment of the parents (and especially the 
mother) in the expected infant, who is seen as an idealised 
extension of themselves and as an embodiment of their hopes 
and aspirations for the future. The birth of a defective 
child thus creates a double ordeal for the parents, for they
must not only accept the loss of the expected, idealised
baby, but also adapt to the presence of another, impaired, 
child instead (Solnit & Stark, 1961; Farber & Ryckman, 1965)
According to several clinicians (Solnit and Stark, 
1961; Poznanski, 1973; San Martino and Newman, 1974; Emde 
and Brown, 1978), acceptance of the handicapped child cannot 
begin until the "lost" normal child has been mourned, much 
as if it had actually died. However, whereas a deceased 
child ceases to exist, the disabled child is constantly 
present, placing an extraordinary burden of care upon his 
parents and representing for them "the living grave of their 
hoped-for normal baby" (Goldie, 1966).
34
Studies using parental self-report have generally 
demonstrated that parents of handicapped children experience 
high levels of stress and anxiety, accompanied by lowered 
self-esteem. Many of these studies, however, (e.g. Fowle, 
1969; McMichael, 1971; Lloyd-Bostock, 1976; Lonsdale, 1978; 
Burden, 1980) lack any form of control data, rendering their 
results inconclusive.
Research comparing parents' scores on various perso­
nality measures to normative group data for the particular 
tests used, has also produced quite negative results. Both 
mothers and fathers of handicapped children have reported 
lowered self-esteem and heightened dysphoria (Cummings et 
al, 1966; Cummings, 1976; Gayton et al, 1977; Tavormina et 
al, 1981), greater social alienation and increased psychoso­
matic symptomatology (Erickson, 1968, 1969; Lonsdale, 1978; 
Friedrich & Friedrich 1981) and lack of enjoyment of their 
child combined with low confidence in themselves as parents 
(Cummings et al, 1966; Cummings, 1976; Waisbren, 1980; 
Tavormina et al, 1981), all of which indicate that these 
parents are subject to higher than normal levels of stress.
An encouragingly consistent finding which emerges 
from the literature, however, is the fact that overall, 
although parents of handicapped children experience high 
levels of stress, their response to such stress is rarely 
pathological. Several investigations, using a variety of 
personality measures, have found the scoring patterns of 
parents of disabled children to lie midway between those of 
parents of normal children and those of parents drawn from 
psychiatric populations (Erickson, 1968, 1969; Gayton et al,
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1977; Miller and Keirn, 1978; Tavormina et al, 1981). 
Furthermore, where control groups have been used, although 
parents of disabled children report themselves as having 
been adversely affected in certain areas of their lives, 
they are not grossly different to parents of normal children 
(Waisbren, 1980).
Though descriptions of the impact of the handicapped 
child on his parents are either based on clinical experience 
or on retrospective parental report, both of which are 
highly subjective and susceptible to distortions due to 
bias, defensiveness, the desire to produce a particular 
impression, the limited scope of questions, or simply the 
passage of time, it is clear that the handicapped child 
presents his parents with a situation that is outside normal 
expectations and, as such, is bound to elicit an atypical 
response.
At issue, therefore, is not whether or not parental 
reactions towards a defective child are different to what 
they would have been had the child been normal, but the 
determination of the degree and direction of difference and 
the pervasiveness of its effect on the parents and, thence, 
on their children, both handicapped and normal. What the 
later, better-controlled, reports appear to indicate is that 
parents are negatively affected by the handicapped child, 
but that this effect is neither as debilitating nor as 
ubiquitous as the earlier studies implied.
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B) Parental Acceptance of the Disabled Child
A related issue is that of parental "acceptance1 of 
the handicapped child or, as Hewett phrases it, "acceptance 
of the unacceptable" (Hewett, 1970). All parents are deeply 
affected by the attributes of their children, taking pride 
in their abilities and achievements and incorporating the 
success of their offspring into their own parental identity. 
The birth of a defective child thus not only means that 
parents must accept that they have "failed" in one of the 
most important developmental tasks of family life (Bristor, 
1984), but also that they must resign themselves to the fact 
that their child's development will be limited, thereby 
depriving them of numerous anticipated satisfactions.
Measures of maternal attitudes have indicated that 
mothers of retarded and developmentally delayed children 
express punitive and rejecting attitudes to a greater extent 
than do mothers of matched controls (Ricci, 1970; Waisbren,
1980) and that mothers of C.P. and Down's children display 
more punitive attitudes than mothers of children with 
organic defects (Cook, 1963). Tavormina et al (1981), 
reporting on a large sample of parents who had children with 
various disabilities, found these parents, and more particu­
larly the fathers, to be low in acceptance of their child, 
as measured by the Hereford Parental Attitude survey (Here­
ford, 1963), when compared to the normative group.
On the other hand, although Watson and Midlarsky 
(1979) found that mothers of retarded children expressed 
positive attitudes towards the retarded, their findings are
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not really comparable as the focus in their study was not on 
the mother's attitude towards her own child, but on her more 
general attitudes towards the retarded as a group, i.e. at a 
level that was less intensely personal.
Expressed attitudes are, of course, not necessarily 
indicative of actual parental behaviours and child-rearing 
practices. Studies of interactions between mothers and their 
handicapped children which were based on observational data, 
have generally shown the mothers to be authoritarian and 
controlling, but also affectionate towards their affected 
child (Shere, 1956; Kogan and Tyler, 1973; Bolstad, 1975; 
Brooks-Gunn and Lewis, 1984), suggesting that although nega­
tive attitudes may exist, mothers do not necessarily also
display rejecting behaviours. Indeed, many mothers of dis­
abled children are seen as being overly involved with them.
It is the contention of several clinicians that
rejection and over-protection are not opposite poles on a 
continuum of parental acceptance of their handicapped child, 
but that over-protection is merely another expression of 
rejection. By means of a defensive reaction-formation, 
parents are able to repress unresolved feelings of hostility 
and desires to rid themselves of the defective baby by 
engaging in opposite behaviours, thereby denying their 
negative, anxiety-provoking feelings access into conscious 
awareness (Bentovim, 1972a, 1972b; Poznanski, 1973). More­
over, through their excessive devotion and exaggerated
efforts at reparation, parents seek to atone for guilt 
feelings by attempting to compensate the child for his 
deficiencies (Solnit and Stark, 1961; San Martino & Newman,
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1974). This over-involvement with the handicapped child may 
well lead to the entire family becoming preoccupied with the 
care of the defective child to such an extent that all 
family life revolves around him and all other needs and 
interests are suppressed, creating what Schaffer (1964) has 
termed a "too-cohesive family".
It is the very intensity of such over-protective 
reactions which provides a clue to their pathological 
nature, differentiating them from normal protective 
behaviours and, ultimately, bringing them to the attention 
of the clinician. Thus, while it is clearly possible that 
some parents experience negative reactions of pathological 
intensity in response to having a handicapped child, 
clinical samples cannot be considered as representative of 
the relevant population and, hence cannot give a reliable 
indication of how characteristic such reactions may be.
A different approach to the issue of acceptance is 
that of the stage theories, which attempt to define the 
developmental course of parental reactions to their child's 
handicap (e.g. Solnit and Stark, 1961; Drotar et al, 1975; 
Emde and Brown, 1978; Berry and Zimmerman, 1983; Fortier and 
Wanlass, 1984). The various stage models, though differing 
in the number and sequence of proposed stages, nevertheless 
share many commonalities. In all models, the parents' 
initial response to the diagnosis of handicap is described 
as one of shock, disbelief and denial. Often parents become 
isolated at this stage, withdrawing into themselves. They 
are racked by extremes of hope and despair, moving from the 
conviction that the diagnosis must be mistaken to the fear
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that it is, in fact, correct. So-called "bargaining" or 
"shopping behaviours" may appear, with parents going from 
one specialist to another in hopes of a less devastating
diagnosis or, at least, of a more hopeful prognosis. As the 
parents become convinced of the reality of their child’s
handicap, they tend to experience intense guilt feelings
which are frequently projected as anger towards doctors. 
This stage is followed by grief and mourning over the "lost" 
child and then by gradual acceptance of the child and his 
condition.
Although the notion of a developmental process of 
adaptation to the existence of a handicapped child is 
intuitively appealing, the various models proposed to date 
are seriously flawed in several respects. In the first 
place, as pointed out by Minde et al (1972), the stage 
models are poorly grounded developmentally, making no 
allowances for the changing nature of the child's needs and, 
thence, of the demands being placed on the parents, as the 
handicapped child grows older. The impact of the handicapped 
infant is not the same as that of the disabled adolescent, 
neither is the parent-child relationship likely to remain 
the same over time.
Secondly, the stage models give the mistaken 
impression that parents display a predictable progression 
from one stage to the next and that each stage, once 
attained, is achieved for all time. In fact, as some of the 
theorists themselves have stressed (e.g. Berry & Zimmerman,
1983), parents do not necessarily move through all the 
stages, or may go through them in a somewhat different
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sequence. Furthermore, parents may revert back to earlier 
stages not only once but several times, and some parents may 
never attain the stage of acceptance.
Finally, and perhaps most importantly, there is 
little or no empirical evidence for the various models.
Where they are not based entirely on clinical impressions,
they are supported by retrospective self-reports (almost 
exclusively maternal) from very small, heterogeneous samples 
for which basic data, such as severity and type of handicap, 
familial socio-economic status, etc. are lacking (see
Blacher, 1984, for a comprehensive review). As such, it is 
not clear whether overlap between the models is due to the 
fact that they are genuinely tapping feelings and reactions 
commonly experienced by parents of handicapped children, or 
whether it is merely the result of shared consensual 
thinking which has never been validated.
Contrary to the stage models which see parental
acceptance as a final, attainable status, Olshansky (1962) 
proposed that parents of mentally defective children suffer 
"chronic sorrow" throughout their lives. While it may well 
be less or more intense at certain periods and although some 
parents bear it better than do others, chronic sorrow is the 
inevitable result of the "permanent, day-by-day dependence 
of the child, the interminable frustrations resulting from 
the child's relative changelessness, the unaesthetic quality 
of mental defectiveness, the deep symbolism buried in the 
process of giving birth to a defective child, all (of which) 
join together to produce the parents' chronic sorrow" (p. 
192) .
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Olshansky's report was based entirely on clinical 
experience. However, two mail survey questionnaires (Suelze 
and Keenan, 1981; Wikler et al, 1981) have tended to support 
the hypothesis of chronic sorrow rather than the stage 
models. In the Wikler study, both parental self-reports and 
reports by social workers indicated that the majority of 
parents experienced feelings of sorrow which were, however, 
not continuous but periodic in nature, tending to become 
exacerbated during "crisis" periods when parental awareness 
of the child's deficiencies was highlighted by his failure 
to attain the various developmental milestones which 
symbolise the child's progress towards greater autonomy and 
independence (e.g. walking, going to school, etc.).
Although the studies had methodological weaknesses 
which reduce the generalisability of their results (only 44% 
of parents responded in the Suelze and Keenan survey and 
only 32% of all parents and social workers responded in the 
Wikler et al. study, thus creating biases in the samples), 
there does seem to be some support for the statement that 
chronic sorrow can be considered "a normal reaction to an 
abnormal situation" (Wikler et al, 1981, p. 69).
Another plausible alternative which, however, does 
not appear to have been researched, is that many parents may 
experience intense ambivalence between, on the one hand, 
their instinctive and/or culturally determined impulse to 
care for and protect their helpless infant and, on the other 
hand, their feelings of anger, resentment, or even 
"revulsion at the abnormal" (MacKeith, 1973), which lead 
them to reject their child. While one or the other tendency
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may well be dominant at any one time, this does not mean 
that both cannot continue to be simultaneously present, 
generating tremendous conflict for the parents, particularly 
during "crisis" periods, as these have been defined above 
(Schild, 1964; Emde and Brown, 1978).
C) Paternal and Social Support in Handicap Families
The family's social network provides family members 
both with emotional and instrumental support and is 
particularly important for parents facing the chronic 
stresses of dealing with a handicapped child. In addition to 
providing parents with direct assistance, a supportive 
social network tends to enhance their general psychological 
well-being, thereby leading to improved relationships within 
the nuclear family and to more effective parenting (Nihira 
et al, 1980; Waisbren, 1980; Gallagher et al, 1983; Belsky, 
1984; Ferrari, 1984; Schilling et al, 1984). Unfortunately, 
the literature indicates that parents of handicapped 
children tend to experience social isolation, either because 
they are avoided by friends and relatives or because, 
perceiving the discomfort of others, the parents themselves 
minimise outside contacts and become isolated (Farber and 
Ryckman, 1965; Goffman, 1968; Poznanski, 1973; Watson and 
Midlarsky, 1979; Suelzle and Keenan, 1981; Kazak and Marvin,
1984) .
Social isolation not only deprives family members of 
the opportunity to share and thereby discharge their 
stresses and negative emotions, it also restricts the 
family's access to the intellectual and social stimulation
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of social interchange, a consequence that is particularly 
noxious for the disabled child whose access to social 
experiences is already severely limited (Bentovim, 1972a; 
Poznanski, 1973; Cochran and Brassard, 1979).
The most important source of social support, 
particularly for mothers, is the marital partner. This is 
obviously not only true for parents of handicapped children. 
Belsky (1981), for example, showed that the quality of the 
marital relationship influenced the efficacy of parenting, 
while Crnic and his associates (Crnic, Greenberg et al, 
1983) found that the intimate support provided by the father 
had both a direct positive effect on maternal functioning 
and an indirect, moderator effect on the degree of stress 
experienced by the mother. Insofar as mothers of handicapped 
children are concerned, Friedrich (1979) found marital 
satisfaction to be the most accurate predictor of mothers 
reporting that they were coping successfully with their 
disabled child.
It is interesting to note that the support offered by 
the father in families with a disabled child is largely 
indirect. What studies there are, overwhelmingly suggest 
that the father assumes a peripheral role in relation to the 
disabled child. It is the mother who becomes more successful 
at parenting (Burke, 1973) and who bears the brunt both of 
the daily caretaking and of all the extra duties involved 
(such as routine visits to specialists and therapists), 
while the father is more detached from the various day-to- 
day problems (McAndrew,1976; Harvey and Greenway, 1982).
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Tavormina et al. (1981) have spoken of the "emotional 
divorce" of fathers from the problems of their offspring. 
However, fathers may not be entirely to blame for their
restricted involvement in caretaking activities. The rela­
tively short time that they spend at home often results in 
mothers becoming increasingly expert at caring for the 
disabled child, thus gradually widening the gap in their
respective caregiving abilities and making it increasingly 
less likely that fathers will participate in caretaking 
functions. This state of affairs deprives the father not 
only of an opportunity to become more than just a "mother- 
surrogate" while the mother gains a well-earned respite 
(Gallagher et al, 1983), but also of a means of reducing 
feelings of helplessness or guilt by caring for their child 
(Cummings, 1976). Thus, a vicious cycle may well be initia­
ted, with the mother feeling that she receives inadequate 
support from her husband and the father feeling excluded and 
resentful of his wife’s preoccupation with the child.
An alternative view is proposed by Kazak and Marvin 
(1984), who suggest that fathers’ lesser involvement in 
caretaking activities is a reflection of a coping strategy 
whereby parental roles become more specialised, with fathers 
handling the increased financial burden while mothers deal 
with the additional caregiving requirements. This strategy 
was also described by Farber (1960a), who labelled it the 
"child-oriented" strategy of coping with a retarded child, 
characterised by patriarchal structure and rigid role 
division along instrumental lines for the father and 
expressive ones for the mother.
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Regardless of the reasons underlying such differen­
tiation, fathers are less directly involved with their 
disabled children than are mothers and more likely to assume 
the role of observers when the mothers are present (Stoneman 
et al, 1983; Konstantareas and Homatidis, 1984). Perhaps the 
more recent focus on the importance of the father to the 
upbringing of his children and the increasing tendency for 
sex-roles to converge will change the pattern of paternal 
involvement in child care. Many parents are beginning to 
agree that fathers should play a more important role in the 
family, but they do not as yet agree as to how this can be 
achieved (Gallagher et al, 1983).
Although the presence of a disabled child was 
generally assumed to exert a disruptive effect on the 
marital relationship, an increasing body of literature 
indicates that, despite the added strain of caring for a 
handicapped child, couples do succeed in maintaining marital 
stability and often report an increase in emotional close­
ness (Fowle, 1969; Hewett, 1970; Levinson, 1975; McAndrew, 
1976; Waisbren, 1980; Longo and Bond, 1984; Carr, 1988).
The above studies are all based on parental self- 
report measures and are hence subject to the pressures of 
presenting a socially acceptable image. However, more objec­
tive criteria, such as divorce rates, have also shown that 
most couples succeed in maintaining marital stability. The 
dramatic announcement by Tew et al (1977) that parents of 
children with spina bifida had a divorce rate nine times 
that of the general population was retracted subsequent to a 
methodological critique by Stevenson et al (1978), which
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demonstrated that divorce rates for these parents were not 
significantly different to those of the general population.
Nevertheless, the issue is far from clear, as several 
other studies have indicated an adverse effect on the 
marital integration of parents of handicapped children. 
Using the Locke-Wallace Marital Adjustment Inventory (Locke- 
Wallace, 1959) to compare well-matched groups of mothers of 
handicapped and non-handicapped children, Friedrich and 
Friedrich (1981) found significant differences between the 
two groups, with mothers of the disabled reporting lower 
marital satisfaction. Similar results, using both paternal 
and maternal interview data, were also reported by Lonsdale 
(1978). On the other hand, Lloyd-Bostock's (1976) question­
naire data from a small, predominantly higher SES sample, 
indicated that parents were almost equally likely to state 
that the handicapped child had strengthened the marital bond 
as to report that the marriage had been placed under strain.
Given the variability in personality characteristics 
and coping abilities presented by parents as individuals, it 
is to be expected that their reactions would not be 
consistent. However, results are further confounded by such 
factors as the developmental stage of the marriage and the 
quality of the couple's relationship prior to the advent of 
the disabled child, the family's social and financial 
status, the severity of the child's disability, the age of 
the child at the time of the interview and, indeed, the type 
of measuring instrument used. Nevertheless, it is evident 
that couples with handicapped children can, and usually do, 
succeed in maintaining a stable relationship.
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Insofar as social support from friends and neighbours 
is concerned, results are far clearer. Social contacts tend 
to decrease and what support is offered to the family tends 
to exclude the handicapped child, both due to the real 
difficulty of handling an atypical child and due to the 
complex negative emotions generated by the child's dis­
ability (MacKeith, 1973; McAndrew, 1976; Lonsdale, 1978; 
Suelze & Keenan, 1981). Furthermore, as Birenbaum (1970) has 
pointed out, friendships tend to be based on similarity and 
the presence of a disabled child disrupts such similarity.
It is, however, noteworthy that parents of disabled 
children rarely associate with each other outside the 
context of providing treatment for their children. Birenbaum 
(1970) suggests that associating with others who are stigma­
tised does not support the image of normality which parents 
of handicapped children are anxious to create. Parents them­
selves have reported that they find such associations 
painful and depressing (Lonsdale, 1978), but many parents 
have also found self-help groups to be an important source 
of support (Wikler et al, 1981).
Although social support has generally been found to 
assist parental coping, it can of course create problems 
when it is unasked for or perceived as intrusive. For 
instance, while support from maternal relatives is usually 
perceived as being helpful, with maternal grandmothers being 
the most important source of direct assistance after the 
father (McAndrew, 1976), mothers tend to resent the inter­
vention of their in-laws, which is seen as disruptive of 
family integration (Farber, 1959; Waisbren, 1980).
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What is important is achieving a balance between the 
support desired by the parents and the support that they 
actually receive. This applies not only to personal support 
networks but also to formal support agencies which often 
fail to meet parental needs, either because parents 
themselves are ineffective in making their needs known, or 
because the agencies are set on particular courses of action 
regardless of individual parental circumstances, e.g. prior 
to the 1970’s parents were pressured into institutionalising 
their handicapped children, whereas in more recent years 
institutionalisation is just as actively discouraged.
Parents voice numerous complaints about the help and 
guidance provided by official agencies, many of which appear 
to be justified, while others may well be a way of 
redirecting anger, frustration and hostility away from the 
family and the disabled child, or reactions to attempts by 
professionals to break parental dependency and to encourage 
them to assume active responsibility for their child's 
welfare (Lloyd-Bostock, 1976; Lonsdale, 1978). Nevertheless, 
agencies usually provide valuable assistance, not only in 
terms of services such as therapy and education, but also by 
providing parents with counselling support and justification 
of their attempts to continue caring for their child.
Parents of disabled children are in an invidious 
position. Not only must they cope with the emotional strain 
of having given birth to a defective child, but they must 
also handle the innumerable practical difficulties posed by 
their child's need for additional caretaking and therapy, 
needs which are both time-consuming and exhausting and which
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necessitate an often drastic reorganisation of family life 
(Hewett, 1970; Gath, 1972a; Jaehnig, 1974; Lloyd-Bostock, 
1976; McAndrew, 1976; Friedrich and Friedrich, 1981; Tavor- 
mina et al, 1981; Beckman, 1983; Fortier and Wanlass, 1984).
The fact that so many parents manage to cope 
adequately despite the certain knowledge that their child 
will be affected throughout his life and that no cures are 
available; despite the uncertain prognoses which they are 
given regarding the degree of independence that will ultima­
tely be possible for their child; despite the fact that they 
lack norms regarding what is appropriate for their child, 
due to the virtual "information vacuum" (Suelzle and Keenan,
1981) surrounding handicap and to the often contradictory 
guidelines provided by various professionals as to how their 
child’s welfare is best served and, indeed, despite ambi­
guous feedback from the disabled child himself, is testimony 
to their courage, determination and common-sense. Lacking 
specific norms, parents tend to base their child-rearing 
practices on normal patterns which they modify as necessary, 
while attempting to maintain a balance between the extremes 
of denying their child’s condition or focusing too much on 
his deficiencies, over-protecting the child or rejecting 
him, becoming overly involved or neglecting the child.
In conclusion, while it is plain that families with a 
handicapped child will certainly not be "normal" families, 
neither will they necessarily be dysfunctional families. As 
Longo and Bond (1984) point out in their review of family 
adaptation to a disabled child, an encouragingly large 
number of such families are merely "different".
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IV. THE EFFECT OF THE HANDICAPPED CHILD ON HIS
NORMAL SIBLINGS
Research on handicap in sibling dyads has been 
restricted to the effect of the handicapped child on his 
normal siblings and, to date, there have been no studies of 
the influence of the normal child upon his disabled sibling, 
unless one includes studies of the therapeutic interventions 
of normal children, trained to use behaviour modification 
techniques with their handicapped siblings (e.g. Weinrott, 
1974; Lavigueur, 1976; Miller and Cantwell, 1976). The 
recent observational study by Abramovitch et al (1987), 
mentioned earlier, has now looked at the interactions 
between normal children and their Down’s syndrome siblings, 
hopefully marking the beginning of a less unidirectional 
approach to the study of handicap in sibling relationships.
The present review will, however, necessarily be 
mainly confined to the influence of the handicapped child on 
his normal siblings (see Appendix A.7 for a summary of 
studies with a major or strong subsidiary focus on the 
effect of handicap on siblings). Excellent reviews have also 
been published by Simeonsson & McHale (1981), Brody & Stone- 
man (1982), Lobato (1983), McKeever (1983), Seligman (1983), 
Vadasy et al (1984), Drotar & Crawford (1985) and Senapati & 
Hayes (1988).
The relevant literature generally emphasises negative 
effects, though more recent studies have tended to be less 
pessimistic. Indeed, Poznanski (1973) in a report based on
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her clinical experiences with families of the handicapped, 
stressed that normal siblings often presented more severe 
emotional problems than the disabled child. Clinical studies 
generally report problems such as aggressive behaviours and 
the adoption of a blaming, attacking stance or, conversely, 
a pattern of over-compliance and suppression of aggression 
and of dependency needs (San Martino and Newman, 1974). 
There are also reports of of intense conflict generated, on 
the one hand, by the normal siblings1 resentment of the dis­
abled child around whom all family life appears to revolve 
and, on the other hand, by guilt over hostile feelings 
towards one who does not enjoy the advantages of health 
(Grossman, 1972; Poznanski, 1973; Bank and Kahn, 1982).
Although clinical studies delineate some of the 
problems presented by siblings of handicapped children, they 
provide no information on how pervasive such problems are. 
Several studies have attempted to address this issue. For 
instance, Tew and Laurence (1973), in a study based on 
teacher responses on the Bristol Social Adjustment Guide 
(Stott, 1963), reported that the normal siblings of spina 
bifida children were almost four times as likely (35% versus 
9%) as normal controls to exhibit school-related adjustment 
problems. Gath (1973), on the other hand, using the Rutter 
Parent and Teacher Scales (Rutter et al, 1970a), found 
deviance to be twice as high for siblings of Down’s syndrome 
children as compared to normal controls (20% and 10%, 
respectively). However, Gath noted that although 80% of her 
sample of siblings of Down's syndrome children could not be 
defined as deviant in terms of the Scales' cut-off scores,
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they nevertheless displayed several problems, e.g. fully 75% 
were rated as unpopular and as having poor peer 
relationships, 64% were rated as restless, and just over 
half were rated as disobedient and prone to tantrums and 
periods of misery. Although both studies used control groups 
to strengthen their conclusions, the teachers' awareness 
that the children had or did not have a disabled sibling 
could well have differentially affected their expectations, 
hence biasing their ratings. Furthermore, as noted by Lobato
(1980), in the Gath study more than one sibling was often 
drawn from a particular family (40% of cases) resulting in 
considerable overlap in the data.
A more recent study by Gath and Gumley (1987), with 
no family overlap, found no significant differences between 
siblings of Down's syndrome children and their classmates on 
either measures of academic achievement or psychiatric 
problems as measured by the Rutter Teacher Scale (18% of 
Down's siblings having scores above the cutoff as compared 
with 20% of the controls). However, siblings of retarded 
children of unknown etiology were both psycho-socially and 
academically vulnerable. Rutter Teacher scores above the 
cutoff were found in 30% of these children as compared with 
14% for their controls (chi square= 5.672, p<.05) and they
were also significantly delayed in reading. As in 80% of the 
non-Down's retarded children there was no medical diagnosis 
and retardation was presumably due to environmental factors, 
the researchers hypothesized that familial background 
factors, rather than the presence of a retarded sibling per 
se, were responsible for the differences.
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Reports based on maternal interviews, have generally 
found less extensive maladjustment than studies based on 
teachers' ratings. A study by Blackard and Barsh (1982) has 
indicated that special education professionals tend to over­
estimate the negative impact of the disabled child on family 
members and to underestimate their ability to cope effec­
tively, tendencies which could well increase expectations 
and reports of poor adjustment in siblings. The study had 
many weaknesses, the major one being that an analogue proce­
dure was used, with professionals being asked to complete 
information questionnaires as they expected "parents of 
handicapped children" would respond to them, thus maximising 
stereotypy as the researchers themselves pointed out. How­
ever, the study did show up a unidirectional expectation on 
the professionals' part that the handicapped child would 
exert a negative impact on family members, whereas actual 
parental responses showed much more variability.
For example, McAndrew (1976) reported that only 15% 
of her Australian sample of siblings of physically handicap­
ped children were seen by their mothers as presenting 
emotional problems such as feelings of insecurity, lack of 
co-operation or lack of of interest. However, on the more 
concrete behavioural questions (e.g. school refusal, encop- 
resis, enuresis, etc) mothers reported problems in 25% of 
the cases. Though it is possible that normal siblings may 
present more behavioural than emotional problems, it is 
clearly simpler and more straightforward to rate whether or 
not a child is enuretic than to determine the presence of 
"feelings of insecurity", so that the type of question asked
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would also be influencing the results obtained. Unfor­
tunately, McAndrew provided no control data, so that it is 
not possible to guage whether or not her sample of siblings 
differed from the siblings of normal children.
In general, where comparison groups have been used, 
parental reports on the adjustment of siblings of disabled 
children do not differ significantly from reports on normal 
children (e.g. Lonsdale, 1978; Breslau et al, 1981; Ferrari, 
1984; McHale et al, 1986). Though parents with disabled 
children might be biased in the direction of presenting an 
image of normality and adequate coping, such bias would 
clearly not be operating in the controlled studies alone, so 
that siblings of the disabled do not appear to constitute a 
significantly deviant population overall.
It is, however, important to bear in mind that 
siblings of disabled children tend to show far greater range 
and variability in their reactions than control siblings, 
so that group trends are often quite deceptive (Wolfensber- 
ger, 1967; Jaehnig, 1974; Ferrari, 1984; Harvey & Greenway, 
1984; McHale et al, 1986). Moreover, although overall 
indices of dysfunction may not be significantly different 
for siblings of disabled children and controls, there are 
often important differences in subscores or in the score 
patterns.
For instance, the 1981 study by Breslau et al. 
indicated that siblings of disabled children did not differ 
significantly from controls on overall measures of psychia­
tric impairment (using the Psychiatric Screening Inventory
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by Langner et al, 1976), but that they had higher scores and 
were also significantly different to controls on items 
measuring impulsive and aggressive behaviours (Conflict with 
Parents, Fighting and Delinquency). Similarly, differences 
on Rutter item scores, but not on scores above the cutoff, 
were reported in the study by Gath (1973).
The age of the siblings also appears to make a 
difference to results, with younger siblings showing fewer 
problems. In a recently published 5 year follow-up to the 
above-mentioned Breslau study, Breslau and Prabucki (1987) 
re-analysed a subset of the sample for whom maternal inter­
view data were available at the two times (192 siblings of 
disabled children and 284 controls). The researchers found 
significant differences in Regressive Anxiety and in the 
total scores of the reduced sample at Time 1. Psychiatric 
impairment at Time 1 was found to be more frequent among 
siblings of the disabled than among controls (15% versus 
11%) though differences were non-significant but, at Time 2, 
psychiatric impairment increased among siblings of the 
disabled (18%) while remaining constant for controls and 
differences attained significance. Siblings maintained 
significantly higher aggression scores over time, but also 
came to differ in Self Destructive Tendencies and Isolation, 
items on which they had been indistinguishable from controls 
at Time 1.
Very little of the research on siblings of the 
handicapped has been based directly on the siblings 
themselves. What there is, is largely based on self-report 
by teenagers, college students and adults. This means not
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only that the sibling has usually moved away from home and 
is largely free of the stresses engendered by the disabled 
child, but also that the reports are retrospective and hence 
subject to recall bias with its attendant problems. While it 
is important to know what adults currently feel about having 
grown up with a handicapped brother or sister, the informa­
tion will necessarily lack the immediacy and intensity of a 
dynamically evolving relationship and will, as pointed out 
by Senapati and Hayes (1988), focus more on effects and 
less on processes. Finally, siblings who volunteer to par­
ticipate in such research efforts are likely to be self­
selected groups of individuals who have made better 
adjustments to the issue of handicap within their family.
Bearing the above qualifications in mind, one finds 
that siblings tended to display positive affect towards the 
disabled child in their discussions of him (Graliker et al, 
1962; Klein, 1972a, 1972b; Miller, 1974; McHale et al, 1986) 
and to report that, beyond the existence of some specific 
problems, they had had no difficulties in accepting their 
handicapped sibling (Caldwell and Guze, 1960) and had led 
quite "normal" lives as children (Cleveland & Miller, 1977).
Grossman (1972), using clinical judgements based on 
interview data of 83 college-aged siblings of retarded 
children and 66 siblings of normal children matched on 
socio-economic status, religion, number of siblings in the 
family, sex and birth order of the subjects and the intact­
ness of the parents' marriage, concluded that overall 45% of 
the subjects had benefitted from the experience of having a
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retarded sibling, 45% had been adversely affected and 10%
had been unaffected. Judgements were made by two inter­
viewers and had adequate reliabilities.
The positive effects noted in this study, included 
greater tolerance and awareness of prejudice, increased
understanding of and compassion for others, greater
appreciation of their own health and of family closeness, 
and a strong sense of vocational purpose and direction. 
Those siblings judged to have been harmed by the experience, 
either displayed a pattern of shame, anger and bitterness, 
combined with guilt over their own health and resentment of 
the retarded sibling, or else manifested a tendency to over­
identify with their retarded sibling, seeing themselves as 
tainted or defective.
An interesting though incompletely reported recent 
study by McHale and Gamble (1987) generally bore out the 
positive findings. Using behaviour reports from telephone 
interviews with the siblings based on a diary procedure, the 
researchers compared twenty nine 8 to 14 year old siblings 
of younger mentally retarded children with normal controls. 
Although self-report was again involved, the issue of 
immediacy was resolved as reports on behaviours occuring 
during the day were obtained on the same evening. Results 
indicated that siblings of retarded children got along quite 
well with their retarded brother or sister and displayed no 
differences to controls in the overall number of positive 
and negative behaviours that they engaged in with them, 
though they were significantly less likely than controls to 
fight with them. Siblings of the retarded expressed more
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anxieties and, though they did not report a greater number 
of problems, they were more likely than controls to see the 
problems as being very troublesome.
The above-mentioned study by Breslau and Prabucki 
(1987) also included direct interviews of siblings at Time 2 
using the DISC (Diagnostic Interview Schedule for Children 
by Costello et al, 1984). Siblings of the disabled reported 
more depressive symptoms and more aggressive behaviours than 
controls. Though the rate of major depression was similar 
for the two groups, total depression scores were 
significantly higher for siblings of the handicapped. It is 
not clear in this study how many of the siblings were still 
living in the same home as the disabled child, but since the 
age range was quite large (11 to 23 years) it is likely that 
some of the older siblings would have left the home.
Moving away from the more global evaluations of 
adjustment, to the more specific problems encountered by 
siblings of the disabled, several issues emerge with 
considerable regularity, though there is usually little or 
no empirical evidence to support them.
a) Increased responsibility
Siblings of the disabled are expected to assume 
responsibility for themselves and, in many cases, for their 
affected sibling, relatively early in their lives. There are 
also increased pressures, either explicit or inferred, to 
achieve in order to compensate the parents for the disap­
pointment of the disabled child. Moreover, parents are seen
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as expecting more of the normal sibling while, at the same 
time, giving him less support and attention because they are 
so involved in caring for the handicapped child.
The concurrent issues of increased responsibility and 
decreased parental attention have been supported by self- 
report data (Klein, 1972a, 1972b; Hayden, 1974; Cleveland & 
Miller, 1977; McHale et al, 1986), parental reports (Farber 
& Ryckman, 1965; Lloyd-Bostock, 1976; Lonsdale, 1978; Carr, 
1988) and reports based on clinical experience (Shere, 1956; 
Bentovim, 1972b; San Martino and Newman, 1974; Kew, 1975; 
Trevino, 1979; Seligman 1983). The McHale and Gamble study 
(1987), using daily reports from siblings of retarded child­
ren and controls, also indicated increased caretaking and 
household duties for the siblings of the retarded and parti­
cularly for the girls.
b) Identity problems
An issue raised by clinicians (e.g. Kaplan, 1969; 
Grossman, 1972; San Martino and Newman, 1974), identity 
problems are seen as being of two general types. The normal 
sibling may either over-identify with the disabled child, 
introjecting several maladapative behaviours, or else he may 
experience intense anxiety over his similarities (whether 
real or imagined) with the disabled child, and engage in 
quite exaggerated attempts to stress and increase the 
differences between himself and his disabled sibling.
No empirical validation of such identity problems has 
as yet been published, neither are there any indications as
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to the prevalence and severity of such reactions in siblings 
of disabled children.
c) Social problems
Both parent and teacher reports have indicated that 
siblings of handicapped children are more withdrawn socially 
and have difficulty in maintaining peer relationships 
(Farber, 1960a; Gath, 1973; Lonsdale, 1978; Lavigne and Ryan 
1979, Breslau and Prabucki, 1987). Grossman’s (1972) work, 
based on interviews and discussion groups, suggests that 
normal siblings are embarrassed by the community's reactions 
towards them and their defective sibling and unsure how to 
handle curiosity and harrassment, and therefore usually 
prefer to withdraw. Siblings also do not know what they 
should tell their friends about the handicapped child, so 
that only close friends who are likely to come into contact 
with the disabled child are confided in.
Most studies indicate increased isolation in siblings 
of the handicapped and, though the initial Breslau study 
(Breslau et al, 1981) found that parents of physically 
handicapped children reported less isolation in their normal 
offspring than did parents of normal controls, this finding 
was reversed at the follow-up (Breslau and Prabucki, 1987), 
particularly for the younger sibling group.
Despite multiple indications that disabled children 
do in fact exert a detrimental influence on their normal 
siblings, there is considerable justification for Ferrari's 
(1984) statement that there is a bias in the research
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towards measuring negative influences and that very few 
studies have been designed to examine the possibility of 
positive outcomes.
Such positive outcomes as are mentioned, usually 
revolve around the increased compassion and greater sensiti­
vity of siblings of the handicapped (Grossman, 1972; Lloyd- 
Bostock, 1976; McHale and Gamble, 1987) and the greater 
likelihood of them seeking careers in the helping 
professions (Farber, 1963; Grossman, 1972; Cleveland and 
Miller, 1977). However, although most researchers see this 
vocational choice as a positive result, the outcome of 
greater understanding of the disabled, Poznanski (1973) 
views it as "over-compensation” for feelings of pervasive 
guilt and hostility generated by the handicapped child and 
as one more indication of the pernicious influence of 
growing up with a disabled sibling.
B. FACTORS MEDIATING THE IMPACT OF THE HANDICAPPED 
CHILD ON HIS NORMAL SIBLINGS
Several factors appear to influence the effect that 
the presence of a handicapped child will have on his normal 
siblings, serving to attenuate or increase its impact:
1. PARENTAL RESPONSE
Most of the relevant literature reports that the 
normal child’s ability to accept the disabled sibling and to 
cope effectively with the stresses which handicap inevitably
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imposes is, in large measure, determined by parental reac­
tions. More specifically, the adjustment of the normal 
sibling is seen as being dependent upon two broad factors: 
i) the degree to which he is deprived of parental time and 
attention due to the greater caretaking needs of the 
handicapped child (Farber, 1959; Gath, 1974; Kew, 1975; 
Carr, 1988) and ii) the emotional adjustment of the parents 
(particularly the mother) which will affect the quality of 
parenting available to the child (Tew and Laurence, 1973; 
Trevino, 1979; Seligman, 1983; McHale et al, 1986; Brody and 
Stoneman, 1987; Gath and Gumley, 1987).
Handicap certainly creates unusual needs and stresses 
within the family. Parents, while attempting to treat the 
disabled child as "normally" as possible, will nevertheless 
have to make special allowances for him. Even if they 
explain the need for such treatment of the disabled child, 
the normal sibling is not unlikely to feel that he is being 
unfairly treated and that his parents have two separate sets 
of standards, one for his handicapped sibling and one for 
him (Trevino, 1979; Vadasy et al, 1984). Furthermore, the 
relatively minor concerns of the normal child are likely to 
be overshadowed by the major problem of handicap (Shere, 
1956; Seligman, 1983) and, whereas the smallest achievement 
of the disabled child is greeted with jubilation, the suc­
cesses of the normal child are often accepted as a matter of 
course (Hayden 1974), so that the normal child frequently 
feels ignored and unappreciated.
It is clear that, to the extent that parents are pre­
occupied with the disabled child, the normal sibling will be
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under a great deal of pressure to mature faster and under­
take many more responsibilities than would otherwise have 
been expected of him. It is also clear that, to the degree 
that his parents are physically and/or emotionally unavail­
able to him, the normal child's psycho-social development is 
likely to be adversely affected. What is not clear is how 
extensive such problems are for, given that all the studies 
mentioned above are based either on clinical experience or 
on parental or self-report data, generalisation becomes 
highly problematical.
2. COMMUNICATION
The presence of a handicapped sibling profoundly 
affects the life of the normal children within the family. 
The parents must therefore help their normal children to 
understand the issues involved so that these children can 
not only resolve their own problems in relation to the 
disabled sibling, but also so that they can interact more 
adaptively with the handicapped child and handle the 
inevitable queries and comments of outsiders more effec­
tively. Communication thus assumes a particularly critical 
role in the family with a disabled child.
Grossman (1972) found that coping effectiveness 
scores of siblings of retarded children were positively 
correlated with open family discussions about the disabled 
child. However, she draws a distinction between open 
discussions where parents were comfortable in communicating 
with their children and each other, and forced parental
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openness where discussions were strained and represented a 
defensive over-intellectualisation of the issue of handicap. 
The former were found to be associated with more effective 
coping patterns in the normal siblings, while the latter 
were counter-productive.
Grossman reported that many siblings of retarded 
children in her discussion groups displayed a startling lack 
of information, a remarkable finding in view of the fact 
that her subjects were all college students. Burton (1975), 
too, noted that 53% of her sample of mothers of cystic 
fibrotic children had never discussed the child’s illness 
with his healthy siblings, while the remaining 47% gave 
explanations that were restricted to the barest essentials. 
Turk (1964), again with parents of cystic fibrotic children, 
found that 60% of the parents had not discussed the illness 
with either the disabled child or his healthy siblings, 
although the majority of the children were perfectly capable 
maturationally of understanding the issues involved.
Parents are assumed to avoid discussing handicap: a)
because they wish to maintain an appearance of normality 
(Voysey, 1975) which would be destroyed by discussing, and 
thereby confirming or even making others aware of, the 
child's abnormality; and b) because of the painful nature of 
the subject, which means that avoidance is negatively 
reinforced (Carandang et al, 1979).
When parents themselves are asked why they have not 
discussed the issue of handicap with their children, they 
usually report that they have not done so in order to avoid
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frightening or worrying their children. Unfortunately, the 
children, both normal and handicapped, are already 
frightened and worried, but they hesitate to bring up the 
subject either because previous attempts to do so created 
such distress in their parents that they do not wish to risk 
upsetting them again; or because their questions were 
evaded, indicating that the issue did not bear discussion; 
or else because the secrecy surrounding the issue was such, 
that the children were inhibited from asking questions 
(Turk, 1964; Burton, 1975) . With regard to the latter, 
Burton's study noted that 57% of the mothers and 73% of the 
fathers reported that they had never been asked about the 
cystic fibrotic child's condition by their healthy children.
In applying these data to families with a cerebral 
palsied child, it should be noted that cystic fibrosis is a 
hereditary condition (i.e. the parents are, in a sense, "at 
fault") and one that is fatal, so that explaining about 
cystic fibrosis could be more difficult. Furthermore, the 
symptoms of cystic fibrosis can be plausibly explained away 
as "colds", whereas the C.P. child's inability to sit up, or 
walk or talk, cannot be readily disguised after the first 
couple of years.
It would nevertheless seem that the "web of silence" 
(Turk, 1964) referred to in conjunction with the information 
available to the handicapped child, also extends to his 
normal siblings. And yet it is vital that the normal 
siblings should not be isolated and excluded from an issue 
that is so central to the functioning of their families. 
Moreover, with so much parental care and attention being
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diverted away from them, it is essential that the normal 
children should at least understand that it is the situation 
which is causing the decrease in attention and that they are 
not being rejected by their parents. Children's fantasies 
are usually much worse than the reality and, in any case, 
they are living with the reality and are entitled to 
understand it. Unless, however, they are able to approach 
their parents and openly discuss the issue of handicap and 
their own related anxieties and frustrations, the normal 
siblings will be unable to obtain the necessary information, 
support and reassurance to assist them in resolving the 
problems created by the handicapped child.
Although the issue of communication is doubtless a 
very important one in and of itself, it seems likely that 
families which are more open in their discussions will be 
the ones which have made a better adjustment to the crisis 
of handicap, so that open communication would be only one of 
the advantages available to the children in the family. 
Parents who are willing to discuss issues pertaining to 
handicap with their children can be expected to be less 
defensive and less likely either to deny the needs of their 
normal children or to use them as scapegoats for their own 
unexpressed feelings of anger and frustration (see Bentovim, 
1972b, San Martino and Newman, 1974; Trevino, 1979). The 
children, in turn, will be less likely to inhibit their 
curiosity or suppress their negative feelings (though they 
will evidently have to learn to express them appropriately) 
and will not need to resort to maladaptive behaviours in 
order to gain parental attention. Thus, adjustment and
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effective communication appear to be inextricable, with open 
communication facilitating adjustment and good adaptation 
leading to better communication between family members.
3. SEVERITY AND VISIBILITY OF HANDICAP
The early studies by Farber (1959, 1960a, 1963) indi­
cated that the more severe the mental handicap, the greater 
were the adverse effects on the adjustment of the normal 
siblings. He hypothesised that these effects were due to the 
greater dependency of the handicapped child on his mother 
and the corresponding reduction in the time available for 
the normal children. More recently, Gath and Gumley (1987) 
also found the degree of incompetence of the Down’s syndrome 
child, which led to greater caretaking needs, to be asso­
ciated with more psychiatric problems in the normal siblings 
(as measured by sores on the Rutter Parent and Teacher 
Scales). However, this relationship was not found in the 
non-Down’s retarded group also studied by the researchers. 
Other researchers have also failed to substantiate these 
findings, indicating instead that there is no simple linear 
relation between the severity of handicap and the adjustment 
of the normal siblings.
McMichael (1971), for instance found that although 
the normal children in her sample who were reported by their 
mothers to be presenting problems in adjustment all had 
siblings who were moderately severely to severely physically 
handicapped, not all siblings of the more affected children 
presented such problems. On the other hand, Breslau et al
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(1981) and Kowalski (1980), using maternal ratings and self- 
report, respectively, found the severity of the disabled 
child's handicap to be unrelated to the adjustment of the 
normal siblings, while Grossman (1972) found severity of 
handicap to be important within the context of sibling sex 
and socio-economic status (see sections 4 and 5 below). 
Visibility of handicap also appears to exert no significant 
effects on the psycho-social adaptation of the normal 
siblings (Breslau et al, 1981; Ferrari, 1984).
4. FAMILY SOCIO-ECONOMIC STATUS
Socio-economic status, in addition to influencing 
attitudes and values within the family, also affects the 
practical burdens imposed upon the family members. Financial 
resources can minimise the caretaking burdens and the 
deprivations due to the increased needs of the handicapped 
child and, as such, can be a very important influence on the 
development of the normal siblings.
In her interviews of college-age siblings of mentally 
retarded children, Grossman (1972) found that an upper 
socio-cultural background was associated with close 
identification with parental reactions and attitudes towards 
the retarded child. The problems experienced by this group 
of siblings were mainly psychological (e.g. anxiety) and 
their concerns about the retarded sibling revolved around 
accepting the limitations in his development. In the lower 
socio-cultural group, on the other hand, the primary impact 
of the handicapped child came from practical hardships such
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as the drain on time, effort and finances. Students in this 
group were adversely affected by the severity of the 
sibling's handicap for, the greater the handicap, the 
greater was the burden that they were expected to shoulder. 
It is interesting to note that very mildly retarded siblings 
also exrted a negative effect on the women in this group. 
Possibly they felt that the mildness of the disability 
should not entitle their sibling to the extra attention 
provided, or perhaps they resented the fact that such slight 
incapacitation relieved the child of many burdens which he 
normally would have been expected to carry. As the issue was 
not actually clarified, the underlying reasons necessarily 
remain speculative.
At a different age level, Gath (1973, 1974), working 
with school-age siblings of Down's syndrome children, found 
that children from the lower social classes were more 
severely affected than were children from higher classes. 
Not only did ratings of deviance (on the Rutter Parent and 
Teacher Scales) increase as SES declined, but there was also 
a marked preponderance of deviance in children from social 
class V in the teacher (but not the parent) ratings. Though 
the 1973 study included a control group, controls were 
randomly selected from the same class as the target children 
and no data on their socio-economic status was provided, 
making it impossible to determine to what extent teacher 
ratings were influenced by SES-related factors.
Nevertheless, the studies mentioned do support the 
position that siblings in low-income families bear a greater
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share of burdens than children in families who have the 
resources to minimize practical problems. The Grossman study 
in particular provides much support for Farber's (1960) 
theory of the "tragic crisis" of failed aspirations predomi­
nating in higher socio-economic status families and the 
more practical "role-organization crisis" being the major 
concern in lower class families.
5. SEX OF SIBLINGS
The sex of the normal siblings has often been found
to exert a pronounced effect on their psycho-social
adjustment. Results have not been consistent and have often 
displayed interaction effects particularly with birth order 
or with the sex of the disabled sibling.
Farber (1959; 1960a) found that sisters of the retar­
ded experienced greater tension in their family role
relationships than did brothers. He explained these findings 
in terms of the differences in the roles of boys and girls 
within the family, with girls being expected to assume a 
surrogate caretaking role more frequently than were boys. 
Since those girls who were reported by their mothers to 
interact more frequently with their retarded sibling were 
also found to display greater role tension than those for 
whom such interactions were limited, Farber cautioned 
against giving normal sisters extensive responsibility for 
their retarded sibling. Later studies (Farber and Jenne, 
1963; Fowle, 1969), which showed that sisters whose retarded 
sibling had been institutionalised were characterised by
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their mothers as less maladjusted than sisters whose 
siblings remained at home, supported the position that 
sisters were more burdened than brothers by the presence of 
a retarded sibling, and further indicated that the tensions 
generated by this burden could be relieved when the retarded 
sibling stopped living at home. Sisters of Down’s syndrome 
children were also found to be at risk, particularly for 
antisocial disorders as measured by the Rutter Parent and 
Teacher Scales, by Gath (1973).
Other studies have found boys to be more severely 
affected than girls (Cull, 1974; Gath, 1974; Ferrari, 1984), 
while the work of Breslau and her colleagues (Breslau et al, 
1981; Breslau, 1982) and more recent research by Gath and 
Gumley (1987) has indicated that sex per se did not affect 
the psycho-social adjustment of normal siblings. Some of 
these differences may well have been due to the difference 
in the samples and the measures used by the researchers, but 
there were also important methodological differences.
Taking the studies by Gath which used the same measures 
and similar (if not the same) subjects throughout, some 
interesting facts emerge. Gath’s 1974 study, which was a 
within sample comparison among siblings of Down’s syndrome 
children, found that 26% of the brothers were rated as 
deviant on the parent or teacher scales of the Rutter as 
compared to 16% of the sisters. However, the 1973 study, 
using the same group of subjects but comparing them to 
normal controls, indicated that although siblings of Down's 
syndrome children were twice as likely to be rated as 
deviant as were normal controls, this difference was almost
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entirely due to the girls. The results are not as 
inconsistent as they may seem at first glance, for although 
brothers of handicapped children score higher than sisters 
on the Rutter scales (either because they are, in fact, more 
vulnerable than girls to stress in the environment, or 
because the Rutter scales are more sensitive to the types of 
disorders which tend to be more prevalent in boys), they are 
not more vulnerable than brothers of normal children. 
Sisters of handicapped children, however, appeared to be 
more at risk than were normal controls. The more recent Gath 
and Gumley study (1987) found no such differences, but the 
researchers also found no evidence that girls in their 
sample were being burdened by domestic and parenting roles 
and this has perhaps led to the reduction in maladjustment 
for sisters.
These differences point to the value of normal 
control data in clarifying the extent to which effects found 
within groups can be considered "pathological", bearing out 
the observation that controlled studies have generally led 
to fewer indications of deviance. Breslau’s studies included 
control groups, whereas the study by Cull, which found 
higher deviance in boys, was a within sample comparison, so 
that results are consistent with Gath’s within group data.
Finally, Ferrari’s (1984) results, which were based 
on teachers' and parents' ratings and on self-report data 
and which also included a matched control group, supported 
the finding of greater maladjustment in boys. However, as 
Ferrari's study was only concerned with siblings of
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chronically ill boys, the issues could well have been 
confounded by the impact of sexual similarity to the 
disabled child. Grossman’s data (1972), for instance, have 
indicated somewhat more negative reactions in same-sexed as 
opposed to cross-sexed siblings of retarded children, so 
that in the absence of data on chronically ill girls 
comparable to Ferrari's data on boys, the relative influence 
of the sex of the normal sibling versus sexual similarity of 
the siblings cannot be established.
With regard to the impact of the sex of the normal 
sibling, several researchers have reported a sex by birth 
order interaction effect on the degree of adjustment 
displayed by the normal siblings. The above-mentioned 
studies by Breslau and her colleagues (Breslau et al, 1981; 
Breslau, 1982) indicated that older sisters and younger 
brothers were more adversely affected by a physically handi­
capped sibling. Both studies used the Psychiatric Screening 
Inventory (Langner et al, 1976) which was completed during 
interviews with the mothers and subjects were compared to a 
randomly selected control group (1981) or a matched control 
group (1982). Both confirmed the birth order by sex inter­
action and, by statistically controlling for age, Breslau 
was able to establish that birth order, and not age, was the 
critical factor which interacted with sex to affect ratings.
Earlier research supports Breslau's finding of more 
pronounced negative effects on older sisters (e.g. Fowle, 
1969; Gath, 1974; Cleveland & Miller, 1977; Kowalski, 1980), 
but not on younger brothers. Breslau does note that the 
Psychiatric Inventory appears to emphasize interpersonal and
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behavioural problems rather than intrapsychic problems (such 
as anxiety and depression) and that it may be biased towards 
increasing ratings of pathology in boys. Nevertheless, her 
use of a control group indicates that adverse effects on 
younger brothers of physically disabled children are greater 
than could be accounted for by sex or age alone and that 
these children may be at greater risk.
6. FAMILY SIZE, AGE AND BIRTH ORDER EFFECTS
There is consensus among researchers that adverse 
effects are more pronounced when the healthy sibling is the 
only normal child within the family (Wolfensberger, 1967; 
Grossman, 1972; Gath, 1973, 1974; San Martino and Newman, 
1974; Cleveland and Miller, 1977; Trevino, 1979; Seligman, 
1983). The only normal child has been reported by clinicians 
to be more prone to guilt feelings for having been born 
normal (San Martino and Newman, 1974) and to be more 
burdened by caretaking responsibilities and to feel more 
driven to compensate his parents for the disappointment of 
the disabled child (Grossman, 1972; Cleveland and Miller, 
1977; Trevino, 1979). He is also more likely to be rated as 
deviant on behaviour rating scales than either normal 
control children or children with handicapped siblings who 
also have other normal siblings (Gath, 1973). It therefore 
appears that in larger families the pressures to achieve and 
the added caretaking demands are shared among several 
siblings and, with the burden no longer falling on a single 
child, there is less risk of maladjustment in the normal
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siblings. However, Gath (1973, 1974) also found the rate of 
deviance in normal siblings to rise sharply in very large 
families with 6 or more children. This effect was found to 
be unrelated to family socio-economic status and to be more 
pronounced for eldest girls, and was presumed to be the 
result of greater responsibilty falling on the eldest 
daughter due to maternal overburdening.
The age of the normal siblings also appears to affect 
their adjustment. Several researchers, working directly with 
normal siblings of disabled children, have found older 
siblings to display better psycho-social adjustment than 
younger ones (Graliker et al, 1962; Grossman, 1972; Bank and 
Kahn, 1982; Ferrari, 1984). The older child is not only more 
mature and, as such, more capable of understanding the 
situation and of coping with such caretaking duties as he 
may be assigned, he is also more independent and less tied 
to the home than is the younger child. The younger sibling, 
with fewer coping skills and less chance of getting away 
from home is clearly at a disadvantage. Furthermore, the 
younger child has usually had less time to adjust to the 
situation. Ferrari (1984), has found the length of time 
following the diagnosis of handicap to be particularly 
important to the adjustment of the normal siblings, being 
significantly positively correlated with their self-esteem 
and negatively correlated with the number of behaviour 
problems reported by their parents and teachers, beyond the 
purely developmental effects.
Another age-related effect is that of the age-gap 
between the handicapped and normal siblings. Researchers
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generally agree that siblings closest in age to the 
handicapped child are more severely adversely affected, 
regardless of whether data are based on direct interviews of 
the normal siblings (Graliker et al, 1962), clinical expe­
rience (Trevino, 1970; Bank and Kahn, 1982) or maternal 
ratings (Breslau, 1982). A large age-gap appears to act as a 
distancing mechanism, with the siblings seeming to belong to 
a different generation and tending to identify less with the 
disabled sibling (Graliker et al, 1962; Adams, 1972; Bank 
and Kahn, 1982). A contradictory finding by Gath (1974), 
which indicated that, for elder sisters, adverse effects 
were greatest when the sister was 3 or more years older than 
the Down's child, was presumed to be due to the greater 
involvement and more extensive caretaking responsibilities 
assigned to these older girls. As already noted, in Gath and 
Gumley1s recent study (1987), older sisters were no longer 
found to have undue caretaking responsibilities, neither 
were they found to be unduly vulnerable to psycho-social 
disturbance.
In the Breslau study (1982), age-spacing effects were 
found only among siblings who were younger than the disabled 
child. In younger male siblings, an age gap of under 2 years 
was associated with greater psychological impairment and 
higher ratings of aggressive behaviour, whereas in younger 
female siblings, close age-spacing was associated (though 
not as reliably as for boys) with higher ratings of depres­
sion. No age-spacing effects were found among controls, 
indicating that the younger siblings of disabled children 
might be at greater risk for emotional maladjustment.
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Although the study was based on maternal ratings on 
Langner et al's Psychiatric Screening Inventory (1976), 
Breslau reports that the authors have produced considerable 
evidence for the instrument's reliability and validity, 
while Breslau herself found it to exhibit adequate internal 
consistency (Cronbach's alpha= .79 for aggression and .82 
for depression/anxiety, with a mean overall alpha = .57).
Moreover, Breslau's use of a comparable control group and 
the large size of her samples (235 siblings of physically 
handicapped children and 248 siblings of normal children) 
lend further weight to her findings. What, though, could 
account for such findings? Breslau suggests that older 
siblings of disabled children have the advantage of having 
spent the early, formative years of their lives in a family 
which had not yet been disrupted by the presence of the 
handicapped child, whereas siblings born after the disabled 
child will never have experienced a "normal" family.
The other issue, already discussed in conjunction 
with the handicapped child, is that of the role-reversal 
occuring when the younger normal sibling assumes the 
position of the older child in the family. Farber (1959), 
felt that the burden of having to assume an older child 
position, with all its attendant responsibilities, was often 
too heavy for the younger child. Additionally, the younger 
child was reported to feel guilty about usurping the 
"birthright" of the older child.
Although Farber was writing about siblings of 
mentally retarded children, his observations and those of 
the three related later studies (O'Connor and Stachowiak,
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1971; Ritchie, 1981; Abramovitch et al, 1987) may well apply 
to other disabled children. The cerebral palsied child in 
particular, in view of his limitations, is likely to be 
outstripped by his younger siblings not only in physical 
skills, but also in cognitive and social-emotional develop­
ment. This would result in the younger child being forced 
into an "unnatural" role, that of taking care of an older 
sibling, at a time when he may not be maturationally ready
to take on such a role, whereas older children could be
expected to be more effective.
Despite the fact that the preponderance of studies on 
siblings of handicapped children have reported siblings
younger than the disabled child to be more disturbed, (e.g.
Grossman, 1972; Cull, 1974; Lavigne and Ryan, 1979; Trevino, 
1979; Ferrari, 1984), they have failed to control for the 
age of their subjects. The only study to control for age, 
that by Breslau et al (1981), found no direct birth order 
effects, but found the birth order by sex interaction to be 
independent of age. However, the age range represented by 
their sample was very small (6 to 8 years). It therefore 
seems that Ferrari's (1984) observation that results can be 
more parsimoniously explained as a developmental effect may 
well be justified.
7. INSTITUTIONALIZATION OF THE DISABLED SIBLING
The institutionalization of the retarded child has 
been found by Farber (1959, 1960) and Fowle (1968) to exert
a pronounced effect on the normal siblings. Both
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researchers reported that, overall, sibling role tension was 
significantly higher for those children whose retarded 
sibling was at home, though it was highest for older 
sisters. When results were partialled out, based on the sex 
of the normal siblings, girls with institutionalized sib­
lings were characterised as less maladjusted by their 
mothers than were girls whose retarded sibling remained at 
home, whereas mothers’ ratings indicated that boys whose 
retarded sibling was institutionalized were more maladjus­
ted. The difference in girls was attributed to the 
contraction of the normal sister’s previously extensive 
caretaking role, leading to a corresponding decrease in role 
tension, an explanation which has received some support from 
other sources (e.g. Gath, 1974).
For boys, however, Farber suggested that the 
departure of the disabled sibling from the home would mean 
that maternal attention, previously diverted towards the 
retarded child, could be redirected towards the normal son, 
with the resulting pressure on the son to conform and to 
compensate for the ’’loss” of the retarded child generating 
increased tension. The explanation is clearly hypothetical 
and has received no empirical support.
Furthermore, Wolfensberger (1967), in a detailed 
critique of all Farber's studies, has stressed the lack of 
representativeness of his samples which were largely con­
fined to white, higher income strata. Furthermore, parents 
were either recruited from institution waiting lists or 
from membership lists of parent organisations, which made
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them a select group. Although overall sample size was ade­
quate, the attempt to isolate differential effects resulted 
in data being progressively split into smaller cells, so 
that conclusions were often based on unequal sub-groups of 
inadequate size. Finally, the bulk of the data was based on 
retrospective maternal reports and scored on the basis of 
poorly-quantified and validated measures, so that Farber!s 
formulations generally need to be viewed with caution.
Another study comparing siblings of institutionalized 
and non-institutionalized retarded children was carried out 
by Caldwell and Guze (1960). Although there were no control 
data, the two groups of siblings were well-matched and 
results were based on direct interviews (for 25 of the 32 
siblings), scores on Taylor's Manifest Anxiety Scale and 
maternal reports. The study focused on the adjustment of the 
normal siblings to the place of residence of the retarded 
child and not on their overall psycho-social adjustment and 
found that the normal siblings supported the decisions made 
by their parents, moulding their attitudes in conformity 
with the family status quo. Thus, those siblings whose 
disabled brother and sister was at home tended to stress the 
importance of providing love and home-based care, whereas 
those with an institutionalized sibling emphasized the fact 
that the retarded child would learn better at a more specia­
lized school and would be happier with others like himself.
Finally, a somewhat tangentially related Australian 
study by Harvey and Greenway (1984) reported on the effects 
of school placement of physically handicapped children on 
their normal siblings. Using the Piers-Harris Self Concept
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Scale (Piers, 1976), the researchers found no significant 
differences in the self-concept scores of siblings, regard­
less of whether their disabled brother or sister attended 
the local school or a special school for the handicapped. 
However, when scores were compared to those of control 
children, those children whose disabled sibling attended the 
local school showed a significant negative effect.
The researchers did not attempt to explain this 
finding, but it seems likely, taken in conjunction with the 
data on the effects of institutionalization, that the normal 
school-age child with a disabled sibling at the same school 
would tend to feel more responsible for the welfare of the 
handicapped child and would also perhaps be more closely 
associated with the stigma of handicap when he and the
disabled child were constantly seen together than if the
disabled child were away at a special school.
Despite reports of various ill-effects associated 
with being the brother or sister of an atypical child, there 
is very little empirical evidence that normal children are 
profoundly negatively influenced by the presence of a handi­
capped sibling. While there are clearly severe additional 
strains, many siblings appear to be coping well and negative
effects do not appear to be as ubiquitous as the earlier
reports indicated. Nevertheless, the greater variability in 
the scores of siblings of handicapped children, implies that 
some of these children are experiencing extreme stress and 
manifesting serious psycho-social problems.
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V. BASIC PARAMETERS OF SIBLING RELATIONSHIPS AND 
POSSIBLE EFFECTS OF HANDICAP
1. PERMANENCE - DURATION
The sibling relationship is usually the longest 
lasting relationship across the life-span. Although siblings 
have always been obliged to spend long hours together, 
particularly during their early years, the modern world 
appears to be pushing siblings into even closer contact and 
greater emotional dependence due to widespread maternal 
employment and absence from the home. Furthermore, the 
frequent lack of permanent parent surrogates, such as grand­
parents, due to family nuclearity and geographic mobility, 
and the increasingly high divorce and remarriage rates are 
resulting in siblings becoming one another’s most stable 
companion and source of support. The sibling relationship 
is, therefore, highly salient. It is also well-buffered, for 
kinship remains despite the powerful stresses generated 
within the sibling sub-system. Indeed, the sibling bond is 
not dissolved, even though contacts between the siblings may 
decrease or even cease altogether, so that renewed contact 
will tend to reactivate previous levels of intimacy and/or 
conflict (Bank and Kahn, 1982).
While normal siblings can usually look forward to a 
relationship spanning six or more decades, the high 
mortality rates of the cerebral palsied may drastically 
reduce the length of the sibling relationship, making it 
very brief. It would appear that mortality rates for the 
cerebral palsied are over ten times higher than those for
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the general population, but there are indications in the 
literature (e.g. Bowley and Gardner, 1972) that the majority 
of deaths occur before the age of 20 and that those C.P. 
individuals who survive beyond the age of 20 have nearly 
normal life expectancy.
During the life-span of the cerebral palsied child, 
however, the normal sibling may well be expected to spend a 
great deal of time with him. In fact, in many cases, the 
normal sibling may represent the C.P. child’s only depend­
able contact with someone of approximately his own age 
outside the school setting (see II.B.4. Social Isolation). 
To the extent that the normal sibling is obliged to spend a 
great deal of time with the handicapped child and to the 
degree that this interferes with his own needs and plans, 
the normal child can be expected to feel resentful and over­
burdened (see IV.A.I. Increased Responsibility), regardless 
of whether or not the family context allows him to express 
his feelings openly or constrains him to repress them. The 
sibling bond, too, may become a bondage if the normal 
sibling is obliged to undertake extensive care of his handi­
capped brother or sister after the parents are no longer 
able to provide such care, or if he feels guilty about 
placing his sibling in an institution.
On the other hand, if the family with a handicapped 
child is less likely to be geographically mobile (Farber, 
1968; Cull, 1974; Jaehnig, 1974; Friedrich and Friedrich,
1981) and more likely to live near other family members 
(Jaehnig, 1974; McAndrew, 1976; Watson and Midlarsky, 1979), 
there may prove to be adequate steady support for the family
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so that the normal sibling is not overwhelmingly burdened. 
Under such conditions, normal and handicapped children may 
well develop a warm, affectionate relationship, which brings 
many satisfactions to both participants, despite the 
inevitable stresses, for however long it may last.
2. COMMON HERITAGE
Siblings not only share 50% of their genes on average 
(Scarr and Grajek, 1982), they also share a common familial 
heritage. While it is clear that each sibling experiences a 
somewhat different environment, depending upon his birth 
order and sex and on the developmental stage of the family, 
there are nevertheless pronounced commonalities in their 
lives, especially during the early years. They share the 
same parents and the same extended family, they are brought 
up in largely the same ways (Dunn, 1984) and share the same 
socio-economic status with all its concomitant values, 
ideals and expectations. They also share family crises, 
whether these are positive (e.g. a promotion) or negative 
(e.g. illness, death or divorce), and all the small day-to- 
day events which add up to a common environment, a shared 
pool of knowledge, memories, understanding and emotions.
With regard to siblings of handicapped children, the 
genetic heritage that they share with their disabled sibling 
may create tremendous anxiety. They may fear that they too 
might become handicapped or that they could transmit some 
genetic fault to their own children. This is, perhaps, less 
of a problem in cerebral palsy, where heredity appears to
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play a minimal role, than in other disabilities with a 
stronger hereditary component. Nevertheless, it is likely 
that the normal child (and particularly the uninformed 
child) will worry and will consider that he might have been 
in the position of his defective sibling. It is, of course, 
also possible that the disabled child will wonder why he, 
and not his normal sibling, was the one to be afflicted.
As far as the common environmemt of the sibling pair 
is concerned, there will be a tendency for it to decrease as 
the severity of the handicapped child’s condition increases. 
There will be fewer shared experiences, as the handicapped 
sibling will be incapable of participating in numerous 
activities, while the normal child will be excluded from the 
various special schools, therapy centres and hospitals which 
the C.P. necessarily attends. There will also tend to be 
less diversity in their interactions, with the normal 
sibling having to assume a caretaker role as a matter of 
course. Furthermore, parental expectations and child-rearing 
procedures will necessarily be divergent for the two child­
ren and family experiences will, as a whole, be atypical. 
Finally, in the event that the disabled child is placed in 
an institution or dies at a young age, the common history of 
the siblings will be correspondingly curtailed.
3. ASCRIBED ROLE
The sibling relationship is ascribed and not acquired 
as are, for instance, peer relationships. The child can, to 
a considerable degree, determine which of his age-mates he
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will associate with and which of his peer relationships he 
will terminate, freedoms which are unavailable in the 
sibling relationship. Moereover, whereas peer relationships 
tend to be predominantly egalitarian in nature and to be
largely confined to individuals of the same age and sex, 
particularly during the early years, siblings only rarely 
share the same age and sex and, in fact, these differences 
in sex and birth order exert considerable influence on
sibling roles and positions within the family.
The older child, particularly if she is female, is
often expected to take on a surrogate parenting role. The 
extent of this role tends to vary, ranging from occasional 
instructions to watch over the younger sibling to the 
opposite extreme, where the older child is expected to 
become a "parental child" (Bank and Kahn, 1982), assuming 
responsibility for her siblings1 welfare with little or no 
help or supervision from competent adults. There are indica­
tions, from research using direct observation as well as
from clinical studies, that the more helpless mothers are in 
dealing with their younger children, the more older 
daughters are stimulated into actively caring for their 
younger siblings (Minuchin et al, 1967; Bryant and Crocken- 
berg,1980; Bank and Kahn, 1982; Corter et al, 1983). 
Furthermore, the tendency for maternal underinvolvement to 
result in warmer relationships between siblings is evident 
from a very early age (Dunn and Kendrick, 1982a).
Observational studies have indicated, not only that 
older sisters assume a more facilitative and nurturing role 
vis-a-vis their younger siblings than do older brothers
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(e.g. Cicirelli, 1976; Abramovitch et al, 1979; Bryant,
1982), but also that younger siblings accept help more 
readily from a sister, particularly if she is four or more 
years older than they are (Cicirelli, 1973). Regardless of 
the extent to which the tendency for older sisters to volun­
tarily assume or, at least, accept responsibility for their 
younger siblings is culturally determined or the result of 
innate qualities or instincts, there are clear indications 
that parents in many cultures (see, for instance, Whiting 
and Whiting, 1975) tend to relinquish some of their 
parenting duties when there is an older daughter in the 
family, even in Western middle class families which are 
unlikely to assign extensive surrogate parenting roles.
Perhaps it is the relative efficiency of the older 
daughter which makes parents (both fathers and mothers) feel 
that it is unnecessary for them to intervene and which 
results in some parenting duties being either explicitly or 
implicitly delegated to the eldest sister. Nevertheless, 
sibling caretaking can rarely equal that provided by mature 
adult caregivers. Siblings, even with the best intentions, 
tend to lack both the patience and assurance that come with 
experience. Sibling caretaking has been found to be less 
nurturing and tolerant and more controlling and "bossy" than 
maternal caretaking (Bryant & Crockenberg, 1980; Baskett & 
Johnson,1982). Lacking both skills and confidence, siblings 
are often rigid and compulsive in carrying out their duties, 
tending to use many coercive methods, including physical 
punishment. Reviews of sibling relationships (e.g. Sutton- 
Smith & Rosenberg, 1970; Bank & Kahn, 1982; Bryant, 1982)
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have also indicated that siblings are more likely to take 
over a task rather than to patiently guide the younger 
sibling into doing it for himself, thereby depriving the 
younger child of valuable learning experiences.
Quite apart from the powers which may be delegated to 
the older sibling by the parents, the older child has 
hierarchical power by virtue of his ordinal position and his 
consequently superior physical strength, knowledge, under­
standing and communication skills. In their extensive review 
of sibling power effects, Sutton-Smith and Rosenberg (1970) 
concluded that, throughout their lives, first-born children 
showed high-power techniques (commands, coercion and 
physical intervention) to a significantly greater extent 
than later-born children.
Evidently, to the extent that the older sister 
becomes a "parenting child" she, too, will be potentially 
harmed by a burden which is too heavy for her and which 
prevents her from living her own life. However, circumscri­
bed caretaking duties under some form of adult supervision, 
such as those practiced in non-industrialised cultures and 
in lower class families, appear to accelerate maturity and 
social-emotional development (Whiting and Whiting, 1975). An 
interesting suggestion along these lines was also made by 
Zajonc and Markus (1975), who proposed that the intellectual 
superiority of first-born children over only children could 
well be due to the opportunities for teaching and serving as 
an intellectual resource for their younger siblings which 
are available to them.
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The presence of a cerebral palsied child can be 
expected to create several role problems within the sibling 
sub-system. In general, the more severe the incapacitation 
of the disabled child, the more the respective roles of the 
siblings will tend to be confined to caregiving, on the one 
hand, and care-receiving on the other. Both siblings may 
well resent this intensified caretaking focus, the normal 
child because it burdens him with added responsibilities and 
the disabled child because he is obliged by his condition to 
submit to the inexpert care of a young caregiver.
Problems could be expected to be more intense if the 
normal child is the younger of the two siblings, for not 
only will the immaturity and lack of skill of the younger 
caretaker be even more pronounced, but there will also be a 
reversal of hierarchical roles, with the younger normal 
child assuming the superordinate position which is the 
"birthright" of the disabled sibling, a situation which 
appears to be distressing for both siblings (see II.B.3. 
Sibling Relationships and IV.B.6. Family size, age and birth 
order effects). Problems could also be more intense for 
older daughters, who generally seem to be more at risk for 
being over-burdened by caretaking responsibilities (see 
IV.A.I. Increased Responsibility).
The teaching role is also likely to be undertaken by 
the normal sibling, regardless of his birth order. Indeed, 
normal children have been deliberately and very success­
fully trained as teachers of their handicapped siblings 
(Weinrott, 1974; Lavigueur, 1976; Miller and Cantwell, 1976; 
Bryant and Litman, 1987). However, the limitations of the
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handicapped child, particularly if he is mentally retarded 
in addition to being physically incapacitated, will deprive 
the normal sibling of an apt and challenging pupil who could 
act as a spur to his own intellectual development in the 
manner suggested by Zajonc and Markus (1975).
Thus, to the extent that it affects ascribed roles, 
either by unduly intensifying the constraints which are 
placed upon the siblings or by disrupting the normal 
hierarchical patterns of sibling interaction, the presence 
of handicap can be expected to exert a negative effect on 
the sibling relationship, rendering it tense and unchanging. 
If, on the other hand, the caretaking duties of the normal 
child are kept to manageable proportions, they could well 
become beneficial in terms of increased maturity for the 
normal sibling, greater and more varied opportunities for 
learning and social interaction for the handicapped sibling, 
and enhanced interpersonal intimacy for both.
4. FREQUENCY AND RANGE OF INTERACTION
Siblings spend a great deal of time together, 
interacting with one another in a wider variety of 
situations than could ever be possible in a peer 
relationship. In a study of middle class male siblings aged 
4 and 6, Bank and Kahn (1975) found that the sibling dyads 
spent more than twice the amount of time together than they 
did with their parents. Similarly, the Whiting and Whiting
(1975) cross-cultural study indicated that children spend 
more time with their siblings than with their mothers.
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Furthermore, siblings are deeply involved with one 
another, for they are not only each others most regular 
playmates, but also one another’s closest mentors, 
tormentors, rivals and allies. Siblings may act positively 
or negatively towards each other, but they are rarely 
indifferent. Indeed, it is from the very intensity of the 
affection and hostility, supportiveness and jealousy present 
among sibling pairs that we can guage the emotional power of 
the relationship.
Dunn (1984) has stressed both the intensity and the 
salience of the sibling relationship and has noted that, in 
their relationships with their siblings, children display 
greater empathy and understanding than has been attributed 
to them by experimental studies. The sibling is not only 
likely to know what will comfort and please his brother or 
sister, he is also capable of discomfiting his sibling with 
an accuracy and vindictiveness which can only be explained 
in terms of the vital importance to the child of understan­
ding his sibling’s feelings and reactions.
It is the emotional urgency of the sibling rela­
tionship, founded on the necessity for prolonged and
intimate contact and on competition for parental love and
attention which, according to Dunn, fosters earlier human 
understanding and teaches the child to deal with and utilise 
the full range of aggressive and pro-social behaviours. The 
intensity of the relationship pushes the siblings into
emerging ’prematurely" from their complacent egocentricity, 
obliging them very early in life to learn about co-operation 
and competition, self-defence and negotiation, attack and
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withdrawal. These are lessons which an only child misses 
and, although he will pick them up later on from his peers, 
they will tend to lack the intensity, richness and sheer 
diversity of experiences within the sibling relationship.
To the degree that his disabilities prevent the 
handicapped child from participating in a wide variety of 
activities with his normal sibling and oblige him to spend 
long hours in therapy or extended periods in hospital, 
interaction between the siblings will be restricted both in 
frequency and range. Moreover, such interactions as remain 
possible will tend to be stereotyped for, the more severe 
the handicap, the less the normal sibling will be able to 
diverge from a caregiving role and the fewer opportunities 
there will be for novelty and spontaneity within the sibling 
relationship, making interactions less diverse, interesting 
and rewarding than they might otherwise have been.
5. SOCIAL DEVELOPMENT
The impact of the sibling relationship on socializa­
tion has become a subject of study only relatively recently. 
Yet it is clear that a relationship of such intimacy and 
emotional intensity must influence the development of the 
participants in different ways, depending upon the quality 
of the interaction.
Siblings influence one another’s behaviour through 
their reactions to it (conditioning) and through modelling 
and teaching. The importance of the older sibling as a model 
for the younger child is well established, by both labora-
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tory studies (e.g. Lamb, 1978a, 1978b) and home observations 
(e.g. Abramovitch et al, 1979, 1982; Dunn and Kendrick,
1982b). Although, initially, it is the older sibling who 
imitates the new baby, the younger child rapidly takes over 
and, by the second year of his life, is imitating his older 
sibling far more frequently. Lamb (1978a, 1978b) found that 
18 month old toddlers displayed an inordinate interest in 
their older siblings. They showed high frequencies of 
"monitoring" behaviour, in which they watched the older 
sibling attentively while maintaining close proximity to him 
and attempted to repeat what the older child was doing, 
either by copying his actions directly, or else by taking 
over a toy as soon as it had been discarded and imitating 
the older child's earlier behaviour with it. Thus, within 
the playroom context, the older sibling, either deliberately 
or unwittingly played an important role in developing the 
infant's "mastery of the object environment". However, 
imitation goes much further than merely modelling behaviour 
with toys. Children mimic gross motor activities, speech 
patterns, mannerisms and both adaptive and maladaptive 
behaviours and, indeed, gain tremendous pleasure from 
simultaneously engaging in the same actions (Dunn, 1983).
Although the sex of the siblings does not appear to 
affect imitation initially, there are indications that, over 
time, both older and younger siblings imitate each other 
more frequently when they are of the same sex (Abramovitch 
et al, 1982; Dunn and Kendrick, 1981, 1982b). Moreover,
same-sexed siblings tend to show increases in prosocial 
behaviours over time, whereas cross-sexed siblings show
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increased agonistic behaviour. Dunn (1983) has suggested 
that this may be due to the tendency for individuals to 
identify with others who are similar to them and that the 
child’s gradual awareness of his own and his sibling's 
sexual identity leads to the observed increase in imitative 
and prosocial behaviours in same-sexed dyads and to the 
decrease of such behaviours in opposite-sexed pairs. This is 
not to imply that a child will not identify with a sibling 
of the opposite sex, for there is some evidence that second- 
born siblings in pre-adolescent same-sexed dyads tend to 
display more behaviours characteristic of the opposite sex 
than siblings in same-sexed pairs (Koch, 1955; Sutton-Smith 
and Rosenberg, 1970).
The salience of the older child as a model for his 
younger sibling should not obscure the importance of the 
younger child's behaviour for the older sibling. Though it 
is the the older sibling who, because of his greater beha­
vioural repertoire, displays more prosocial and agonistic 
behaviours and initiates more behavioural sequences, it is 
the younger sibling's reciprocal behaviour which serves to 
maintain and even extend the interaction between them. 
Furthermore, as the siblings approach school age, the 
disparities between their respective abilities become less 
pronounced and they begin to perform a number of functions 
for one another on a more egalitarian basis, in addition to 
providing each other with steady companionship.
Moving into adolescence, siblings can do much to 
facilitate everyday life for one another if they so desire. 
At a very basic level, they can provide one another with
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direct services such as lending each other things or helping 
one another with assignments. However, they can also provide 
more complex and intangible assistance by giving advice and 
support and also by acting as "sounding boards" so that new 
roles and ideas can be tried out within a less threatening 
environment. By taking the role of an "observing ego" and 
providing each other with both encouragement and criticism, 
siblings can help to regulate each other’s behaviour and can 
exert a profound influence on one another (Bank and Kahn, 
1975).
Although identification has been called the "glue" of 
the sibling relationship (Bank and Kahn, 1975), siblings can 
also provide one another with models of what they do not 
wish to be like. Such differentiation or "de-identification" 
(Schachter et al, 1976, 1978; Schachter, 1982) from the sib­
ling is often defensive in nature, apparently arising either 
because the sibling fears that he shares some of the undesi­
rable characteristics of his brother and sister (Bank and 
Kahn, 1975), or because he prefers to avoid competing with 
his sibling by establishing a totally different pattern of 
behaviour (Adler, 1924).
Finally, and at all developmental stages, the sibling 
relationship can provide brothers and sisters with a unique 
opportunity to experience and learn to handle negative 
emotions and behaviours within a well-buffered relationship. 
For, whereas expressions of anger or aggressive behaviours 
may well put an end to peer relationships, they will not 
terminate sibling interaction. Thus, from an early age, the
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child learns that expressions of anger (unless repeated and 
extreme) need not threaten mutual attachment (Bryant, 1982) 
and he can begin to experiment with various ways of managing 
and resolving conflict within a secure, egalitarian context.
Although parents would naturally intervene if 
conflict became severe, on the whole it appears to be best
if they do not interfere. Indeed, the parents’ presence
often seems to intensify conflict instead of reducing it, 
at least for younger siblings (e.g. Abramovitch et al, 1982; 
Corter et al, 1983). It is possible that, in the presence of 
their parents, children expect that the adults will restrain 
them and therefore exert less self-control. Alternatively, 
rivalry for parental attention may serve to exacerbate 
aggressive feelings. Whatever the underlying reasons, 
aggression is a major vehicle for sibling interaction, with 
hostile behaviours between siblings serving to teach 
children how to defend themseleves against both physical 
aggression and psychological harassment, how to diffuse or 
deflect aggression, and how to surrender when defeated.
Siblings, particularly during the early years, are 
one another's most constant companions in a wide range of 
contexts. This means that they will encounter, and
necessarily have to deal with, the majority of social 
situations within the microcosm of the sibling sub-system. 
Rules governing the relationship will develop over time and 
will periodically have to be renegotiated; crucial issues, 
such as loyalty to one another, dependency and conflict
resolution, will have to be addressed; and the relationship 
of the sibling sub-group to the parents and the outside
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world will have to be established, providing valuable social 
training. How, then, might the relationship be affected by 
handicap in one of the siblings?
Firstly, the degree of impairment of the disabled 
child is likely to affect the salience of the siblings as 
models for one another. Where handicap is severe, the 
disabled child will be in many ways incapable of imitating 
his normal sibling, while the limited skills of the handi­
capped child and his dissimilarity to the normal sibling 
will make it highly unlikely, in terms of Bandura and 
Walters1 modelling theory (1963), that the normal child will 
imitate him. On the other hand, where handicap is only mild, 
the impaired child may find it very trying to be constantly 
trailing behind his normal sibling and never quite equal 
while, for the normal child in such a situation, one of the 
major issues could well be that of de-identification, i.e. 
of convincing himself that he is totally unlike his 
defective brother or sister (Grossman, 1972).
Moreover, the impairments of the handicapped sibling 
may greatly reduce his capacity for independent functioning, 
thus rendering the socialization of dependency, on the one 
hand, and caretaking, on the other, especially important to 
such sibling relationships. There are indeed indications, in 
Miller’s (1974) interviews with 34 normal siblings of 21 
mentally retarded children, that the normal siblings engaged 
in more expressive (mutually satisfying and fulfilling) 
interactions with each other and in more instrumental 
(caregiving and teaching) behaviours with their retarded 
sibling.
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Though caretaking, at least of younger siblings, has 
been shown to promote socially competent, nurturing
behaviour in the caregiving child (Whiting and Whiting, 
1975; Dunn and Kendrick, 1982b), it can also generate
tremendous resentment in the caretaking sibling if he is 
thereby obliged to give up many of his own interests (e.g. 
Klein, 1972a, 1972b; Hayden, 1974; McHale et al, 1986).
Finally, to the extent that the normal siblings of 
handicapped children are prevented from expressing negative 
emotions, either due to stricter parental injunctions or due 
to strong super-ego constraints (Bentovim, 1972b; Miller, 
1974; Kew, 1975; Bank and Kahn, 1982), both siblings will be 
deprived of an important area of social interaction and the 
relationship will tend to become strained and unnatural. If 
the normal child is prevented from expressing legitimate
anger and frustration directly, he may well express it 
indirectly or inappropriately, or he may reach the point of 
avoiding interaction with the handicapped sibling. This 
would be particularly disastrous for the handicapped child 
who, due to his relative isolation from peers, tends to 
depend very heavily on his normal sibling both for compa­
nionship and for the acquisition of social skills. Moreover, 
were he to be deprived of the services of a sibling 
"observing ego", the disabled child would tend towards 
increasing egocentricity, hypersensitivity to criticism and 
lack of awareness of the needs and feelings of others, and 
risk becoming ever less socially acceptable.
Sibling relationships clearly contribute to childhood 
socialization, providing experience in interpersonal skills
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which can usually be generalized to other social situations. 
To the degree, therefore, that socialization experiences 
within the handicapped dyad are atypical, their skills will 
be less applicable to the wider social context. Although 
normal siblings, by virtue of their wider social networks, 
soon pick up social skills and are often in a better 
position to understand and to be tolerant of disability and 
difference, handicapped children have generally been found 
to present deficiencies in social competence (see H.B.4b. 
Limited Social Abilities of Handicapped Children).
6. SIBLING RIVALRY
Psychoanalytic studies of the child have stressed the 
mother-child relationship as the single most important 
influence on the child’s development and have seen the 
sibling relationship as evolving indirectly, through the 
siblings' competition for parental (and particularly mater­
nal) love and attention (Levy, 1934, 1937; Burlingham and
Freud, 1944; Petty, 1953).
The firstborn is seen as being "dethroned" by his 
younger sibling and subjected to a catastrophic trauma which 
places him in a hopeless and disastrous position (Petty,
1953), for all attempts to regain his previous status with 
his mother are necessarily doomed to failure. The second-
born child, on the other hand, will never have been the sole
focus of maternal attention and will thus not experience 
such stresses. However, the second-born finds himself
continuously struggling to make up for his inferiority in
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comparison to his more powerful and able older sibling by 
attempting, not only to catch up to him, but also to surpass 
him where possible, by excelling in areas where the older 
sibling is not as competent (Adler, 1924).
Thus, psychoanalysis sees sibling relationships as 
predominantly rivalrous in nature. Rivalry is expected to be 
more extreme if the siblings are of the same sex, for 
conflict will be exacerbated by Oedipal rivalry, initially 
for the parent of the opposite sex and later for the same- 
sexed parent with whom both siblings will tend to identify 
in order to resolve the Oedipal conflict. Unfortunately, 
psychoanalytic formulations, though extremely interesting 
and provocative, are rarely, if ever, supported by any form 
of empirical validation, a fact which renders them of 
questionable utility.
Within a psychoanalytic framework, Schachter and her 
colleagues (Schachter et al, 1976, 1978; Schachter, 1982)
have presented some data supporting the position that 
siblings of the same sex who are the first two children in 
the family will be more likely to de-identify with one 
another and to identify with a different parent (split- 
parent identification). De-identification is interpreted by 
Schachter as a defensive attempt to mitigate sibling 
rivalry, whereby the child seeks an identity which does not 
directly challenge his sibling. She has termed this 
defensive reaction the Cain complex and has noted that 
differentiation between siblings will be heightened in same- 
sexed siblings through the drive for split-parent 
identification as a defense against Oedipal rivalry.
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Schachter's conclusions are based mainly on self- 
reports by undergraduate college students who rated their 
similarity to their siblings both globally and in terms of 
more specific personality characteristics (using a semantic 
differential technique). However, one of the studies also 
used reports by 140 mothers on similarities and differences 
between their offspring (aged from 1 month to 18 years, with 
a mean of 6.4 years) in an attempt to obtain data on 
developmental trends. According to the latter study, de­
identification and, by implication, sibling rivalry, tended 
to increase over time, reaching a peak at 6 years, after 
which they stabilised.
Quite apart from the limitations of sample size and 
representativeness and the exclusive use of maternal and 
self-reports, the fact that sibling rivalry was never 
measured directly, but only by implication, casts serious 
doubt on the validity of Schachter's findings. Furthermore, 
self report data were obtained during early adulthood, a 
time when the struggle for individuation is at a high level, 
so that self-evaluations obtained at this stage would tend 
to be biased towards differentiating the subject's identity 
from that of his sibling and particularly the sibling that 
is most alike, thus serving to elevate the number of de- 
identificatory statements made.
Similarly, differences in maternal reports on de­
identification could more simply be attributed to 
differences in maternal expectations. Mothers have been 
found to treat closely spaced children as a unit (Lewis and 
Kreitzberg, 1979) and to differentiate less between them
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when they are of the same sex (Abramovitch et al, 1982). It 
is therefore possible that mothers could take many 
similarities for granted in same-sex dyads, whereas 
differences would appear more striking and would, correspon­
dingly be stressed. Conversely, differences are expected to 
be present in cross-sexed pairs and thus would tend to be 
less noticeable. It is evident that, in the absence of more 
objective data, the validity of Schachter’s results cannot 
be supported.
Another approach to the issue of sibling rivalry has 
been based on social comparison theory (Festinger, 1954).
This approach views rivalry between siblings as the result
of either a) perceived differences in parental behaviour
towards the siblings, or b) discrepancies in the abilities 
or other characteristics of the two siblings which lead to 
one child being superior to the other.
In the first case, conflict is seen as being
generated by sibling competition for limited resources (such 
as parental love and attention, material rewards, etc.) and 
by the perception that such resources are not being 
equitably distributed between the siblings. Direct observa­
tion of young siblings has shown them to be acutely 
sensitive to preferential treatment towards one member of 
the dyad (Bryant and Crockenberg, 1980; Brody and Stoneman, 
1987), with both siblings reacting negatively towards one 
another. Moreover, it is not only the older child who 
monitors and jealously intervenes in interactions between 
his parents and younger sibling. The younger sibling, too, 
by the end of the first year often becomes violently
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assertive in disrupting interactions between the mother and 
the older child (Dunn, 1984).
If, as indicated by observational research with pre­
schoolers, mothers give more attention to their firstborns 
when the second-born children are absent (Hilton, 1967; 
Rothbart, 1971), whereas they give more attention to the 
younger child when both siblings are present (Lasko, 1954; 
Bryant and Crockenberg, 1980), there will be a discrepancy 
in the mother's behaviour towards her firstborn depending 
upon the presence or absence of the second-born. To the 
extent, then, that the presence of the second-born is 
consistently associated with decreased maternal warmth and 
attention towards the firstborn, the older child can be 
expected to resent and behave negatively towards his younger 
sibling. Similarly, to the degree that having children of 
opposite sexes leads mothers to interact more with the 
second-born than they would have done had the siblings been 
of the same sex (Dunn and Kendrick, 1981) or to be less 
consistent in their behaviour towards the two siblings 
(Corter et al, 1983), rivalry between cross-sexed siblings 
would tend to be heightened.
Observational studies of young children (Dunn and 
Kendrick, 1981; Abramovitch et al, 1982) have indeed 
indicated higher levels of agonistic and negative behaviours 
in cross-sexed siblings. However, as the studies were cor­
relational in nature, the direction of effects could not be 
determined with confidence and it remains unclear whether 
the siblings' negative behaviours were the result of the
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mothers1 inconsistent behaviours, or whether mothers had 
increased positive interaction with younger cross-sexed 
siblings in order to make up for the hostile reactions of 
the firstborn.
The second premise based on social comparison theory 
is that rivalry between siblings develops because brothers 
and sisters use each other as standards against which they 
evaluate and define themselves. When one sibling clearly 
outshines the other, the theory predicts increased 
resentment in the less adequate sibling. A study by Pfouts
(1976) of 50 closely spaced male sibling dyads has provided 
some support for this prediction by indicating that, where 
siblings differed significantly in intellectual ability or 
in personality assets valued by the culture, the boy who 
suffered in the comparison was low in self-esteem and 
hostile and resentful towards his more able brother, while 
the better-endowed sibling was ambivalent rather than 
hostile towards the less able child.
It is clear that neither the psychoanalytic nor the 
social comparison formulations have provided sufficient 
evidence to support their respective positions with regard 
to sibling rivalry and its effects on the siblings. The 
studies are few and the samples small and limited in scope 
and generalisability. Moreover, the two approaches are not 
really comparable for there are pronounced differences in 
the areas being explored by psychoanalysis and social psy­
chology, which are reflected in both the methods and the 
subjects used.
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The emphasis in social comparison theory is on the 
status of one sibling relative to that of the other, and 
rivalry is seen to depend upon discrepancies (whether real 
or perceived) between the siblings. Psychoanalytic formula­
tions, on the other hand, are more absolute, stressing the 
specific impact of particular situations (e.g. the effect of 
displacement on the firstborn) and making specific predic­
tions (e.g. that sexual similarity within the sibling dyad 
will lead to heightened sibling rivalry and thence to 
greater de-identification).
The predictions of psychoanalytic theory have not 
been borne out by observations of young children which, 
quite conversely, have indicated that negative behaviours 
are more frequent in cross-sexed dyads and that, although 
modelling of the older sibling by the younger child is 
generally at high levels throughout early and middle 
childhood regardless of sexual similarity (Koch, 1955; 
Sutton-Smith and Rosenberg, 1970; Lamb, 1978a, 1978b; Dunn 
and Kendrick, 1982b), imitation is highest, at least in 
young children, for same-sexed siblings (Abramovitch et al, 
1982; Dunn, 1984). Furthermore, a carefully designed self- 
report study by Furman and Buhrmester (1985) of 11 to 13 
year old children has also failed to support the psycho­
analytic position as reports of similarity, intimacy and 
warmth were found to be highest for same-sexed siblings.
This is not to suggest that same-sexed siblings do 
not differentiate themselves from one another, for indeed 
they do. Neither does the observation that younger children 
imitate their older siblings1 behaviour more frequently when
106
they are of the same sex necessarily mean that they identify 
with them, at least not in the psychoanalytic sense of the 
term which implies adopting the same attitudes and values, 
for they certainly do not always do so.
The existence of sibling rivalry per se is not 
doubted, for children's often uninhibited aggressive and 
attention-seeking behaviours have been repeatedly documen­
ted. However, the impact of sex on sibling rivalry has not 
been adequately established. It seems likely that other 
factors, and particularly temperamental differences, will 
prove to be far more important in defining both the sibling 
relationship and the personality development of each of the 
siblings. Although empirical data are as yet unavailable, 
the complementarity of sibling temperaments, the types of 
response which each sibling will elicit from the other and 
from the environment, the aspects of the environment to 
which each will respond and the ways in which they will do 
so, would appear to have greater potential relevance than 
the sex of the siblings in determining whether the course of 
the sibling relationship will be highly rivalrous or 
tolerably smooth.
In looking at the potential effects of handicap on 
sibling rivalry, social comparison theory appears to be 
particularly relevant. The sibling dyad will certainly start 
out on a very uneven footing, so that comparisons between 
them will necessarily be discrepant. The handicapped child, 
depending of course on the extent of his disabilities, will 
be at a permanent disadvantage when compared to his normal 
sibling and will tend to experience jealousy and resentment
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of his sibling's intactness (Pfouts, 1976). If, furthermore, 
the disabled child is the elder of the two siblings and is 
obliged to relinquish his role as leader to the younger 
normal sibling, rivalry may well be heightened.
The normal sibling, on the other hand, will have to 
contend with an imbalance in parental attention towards him, 
due both to the increased caretaking needs of his disabled 
sibling and to the emotional need of the parents to 
compensate the affected child for his deficiencies. Several 
studies have indicated that the normal sibling is fighting 
against unfair odds, for handicapped children not only get 
more attention from their parents (Shere, 1956; Farber, 
1968; San Martino and Newman, 1974; Kew, 1975), but there 
are also indications that mothers may be more positive 
towards their disabled children (Bolstad, 1975) and more 
aware of their problems and concerns (Shere, 1956).
To the extent that the normal sibling's problems are 
overshadowed by the major problem posed by his sibling's 
handicap and his needs consistently take second place to the 
needs of the disabled sibling, he will clearly be likely to 
experience intense jealousy. This jealousy, however, may 
well be repressed in order to avoid angering the parents and 
alienating them even further (e.g. Bentovim, 1972b; Miller, 
1974; Kew, 1975) and also because it may generate intense 
feelings of guilt in view of the normal child's intactness 
and the sibling's defectiveness.
Age would appear to be an important factor in this 
situation for, if the normal child is considerably older
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than his handicapped sibling, he will not only be better
able to understand why his sibling requires extra care, but
he will also be more capable of coping independently due to 
his greater maturity. Conversely, the younger normal 
sibling, the normal twin, or the normal sibling who is older 
but very close to the handicapped child in age, will have
much the same needs as the disabled sibling and will also
tend to spend more hours in his presence, factors which can 
be expected to lead to an intensification of conflict and 
rivalry (Farber, 1959,1968; Grossman, 1972; Trevino, 1979).
7. HIERARCHICAL AND EGALITARIAN INTERACTIONS
The sibling relationship is set apart from other 
relationships in that it is characterised by both hierarchi­
cal and egalitarian patterns of interaction, rather than 
being wholly hierarchical (as is the parent-child relation­
ship), or mainly egalitarian (as are peer relationships).
The hierarchical elements present within the sibling 
relationship are usually a product of birth order, with the 
older child assuming a caretaker/teacher role and providing 
a model for the younger sibling who takes on the position of 
learner/follower. Both siblings gain immeasureably from such 
complementary interactions. The older sibling is able to 
consolidate much of his learning through his attempts to 
transmit this knowledge to another (Zajonc and Markus, 1975) 
and often shows considerable gains in social maturity (Dunn, 
Kendrick and McNamee, 1981; Nadelman and Begun, 1982) and
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nurturing behaviour (Whiting and Whiting, 1975), even at 
very early ages. The younger sibling, on the other hand, has 
a model closer to him in age, interests and ability than his 
parents are, and one who is far more available to him.
The fact that the older sibling gains in social 
maturity through his interactions with his younger sibling 
does not of course mean that his parenting efforts will not 
be crude. Indeed the younger child is often subjected to 
both physical and verbal coercion, as the older child uses 
his superior intellectual and physical powers to control the 
younger child's behaviour (Sutton-Smith and Rosenberg, 1970; 
Furman and Buhrmester, 1985). Yet this, too, is a valuable 
learning experience for both siblings, with the younger 
child learning to defend himself and to retaliate, and the 
older child having to increasingly modify his own behaviours 
as his younger sibling becomes progressively more competent 
and less submissive.
In their review of the relevant literature, Sutton- 
Smith and Rosenberg (1970) found indications that second- 
born children often become more aggressive than their older 
siblings, possibly as a result of modelling the firstborn's 
aggressive behaviours but also because younger children are 
generally less restrained by parental injunctions against 
aggression, a point also stressed by Dunn (1983). In 
general, however, the reviewers concluded that younger 
siblings tended to display more low-power behaviours such as 
sulking, pleading, whining, appealing for parental inter­
vention or sympathy and also teasing and harrassment of the 
older sibling. Firstborns, on the other hand, were more
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likely to use dominant behaviours such as commands, physical 
restraint and punishment, criticism and manipulation of the 
younger child's behaviour by inducing feelings of guilt, 
importance or obligation. Later studies have confirmed these 
conclusions, but it is as yet unclear to what extent high- 
and low-power persuasion are age-related rather than a 
function of sibling ordinal position per se (Bryant, 1982).
The great majority of children experience their 
initial egalitarian interactions within the sibling rela­
tionship. The closer the siblings are in age, the nearer 
they will be in both skills and understanding and, if they 
are also of the same sex, the greater will be their shared 
interests and activities. Such equal status interactions can 
potentially lead to great intimacy and rapport between the 
siblings in addition to giving them the opportunity to learn 
about rights and obligations, co-operation and competition 
and similarity and difference. Siblings often share their 
most secret thoughts with one another and are therefore more 
capable of understanding each other. They are also in a 
better position than parents both in understanding and in 
confirming one another's behaviour, because they judge by 
age-appropriate standards which are not necessarily those of 
adults (Sutton-Smith and Rosenberg, 1970). They can also 
provide each other with much support, both against parents 
and outsiders, and will usually protect and defend one 
another when either (or both) are in trouble. This closeness 
provides siblings with considerable leverage which can be 
used positively to enhance the other, or negatively to 
control or provoke him.
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The interplay of these complementary and reciprocal 
elements within sibling interaction clearly has the 
potential to generate a relationship of great richness and 
diversity, encompassing directive and submissive roles, and 
characterised not only by aggression and rivalry but also by 
mutual supportiveness, deep affection, excitement and under­
standing.
The impact of handicap on reciprocal and complemen­
tary interactions between the siblings will of course depend 
upon its nature and severity. To the extent that the handi­
capped child is physically dependent and intellectually 
delayed, interaction between the siblings will become 
predominantly, or even wholly, complementary and there may 
even be a birth-order role reversal. Furthermore, although 
the sibling dyad will usually start out on a more or less 
egalitarian basis, the normal child will develop faster than 
the disabled sibling who will tend to remain unchanged for 
long periods, thereby creating an ever-widening distance 
between the siblings and, to a varying degree, interfering 
with the evolution of an intimate, equal-status relation­
ship. This, of course, does not preclude the development of 
a warm, hierarchically-based relationship that will be 
highly rewarding for both participants but, in the absence 
of egalitarian interaction, it is clear that the diversity 
and challenge of alternating between reciprocal and comple­
mentary roles will be lost.
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8. AMBIVALENCE
Dunn and Kendrick (Dunn and Kendrick, 1982b; Dunn, 
1983, 1984) have emphasized that ambivalence within sibling
dyads is so pronounced that it would be erroneous to 
conceptualize the relationship in terms of a unitary 
dimension of warmth or hostility. Sibling interaction 
concurrently comprises both positive and negative elements 
of great emotional power: rivalry, abuse of hierarchical
position, the tensions generated by two often very different 
personalities being obliged to interact under conditions of 
heightened intimacy, as well as intense loyalty, mutual 
affection and sheer enjoyment of one another's company.
There is clearly no single bipolar continuum along 
which sibling interaction can be ranked. Instead there are 
fluctuations, so that at times the siblings are sensitively 
and closely attuned to one another, at times they are 
totally at cross-purposes, while at other times they may 
even be wholly self-engrossed and indifferent to each other. 
All sibling studies have reported both affectionate and 
aggressive behaviours and, although hostility tends to 
provoke aggressive reactions while prosocial behaviours 
usually elicit affectionate responses, many of the 
interactions between siblings are "mis-match interactions" 
(21% in the Dunn and Kendrick study, 1982b), where friendly 
behaviour from one sibling is followed by a hostile response 
from the other.
It is interesting, in this context, to note that 
positive responses are generally more difficult to classify
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and more open to misinterpretation as, for example, an offer 
of assistance may easily be misconstrued as an attempt to 
dominate the sibling and result in a negative response. 
Reflecting this difficulty, factor analyses have usually 
found antisocial sibling dimensions to intercorrelate quite 
highly, producing composite factor scores which are readily 
interpretable, whereas prosocial behaviours generally do not 
show consistent correlations, making them less amenable to 
interpretation and generalization (Bryant and Crockenberg, 
1980; Furman and Buhrmester, 1985).
With regard to ambivalence in sibling dyads with a 
handicapped member, the single observational study by 
Abramovitch et al (1987) has indicated that both prosocial 
and agonistic behaviours are present, much as in inter­
actions between normal siblings. However, such behaviours 
are usually initiated by the non-handicapped sibling, with 
the Down's child taking a more passive role than is usually 
found in normative sibling interactions. There was also a 
significant tendency for the non-handicapped sibling to 
initiate more prosocial behaviours than did older siblings 
in normal sibling dyads. (Since the non-handicapped sibling 
in dyads with a Down's child tended to assume the position 
and behaviour of a firstborn child regardless of his birth 
order, comparisons were made with normative dyads by 
matching the non-handicapped sibling with older siblings in 
the normative sample).
Ambivalence is such a universal response among 
siblings that there was no reason to doubt that it would 
also be present in dyads with a handicapped child. Self­
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reports by non-handicapped siblings had shown them to 
experience both affection and resentment towards their 
disabled siblings (e.g. Graliker et al, 1962; Grossman, 
1972; Ferrari, 1984) , but it was unclear how much of this 
ambivalence would be expressed in the siblings’ behaviour. 
On the one hand, the handicapped child’s envy of his normal 
sibling's intactness and the normal child's resentment of 
the extra attention given to the handicapped child could be 
expected to lead to increased expressions of animosity. On 
the other hand, the guilt of the normal child and the need 
of the handicapped child for the company of his sibling 
could well lead to a dampening of hostile behaviours.
Although the Abramovitch et al study is too small and 
limited in scope to provide conclusive evidence, it does 
give some indication that ambivalence is present in 
interactions between normal and handicapped siblings though, 
given the increased prosocial behaviours of the normal 
siblings and the low frequency of behaviours emitted by the 
disabled siblings, it may be less immediately and strikingly 
evident than it is in normal sibling dyads.
9. MODIFICATIONS IN PARENTAL BEHAVIOUR
The arrival of a second child in the family can be 
viewed as a "crisis" situation insofar as it requires the 
family to adapt to a new member and to establish new roles. 
The mother, especially, must re-evaluate her previous 
schedules, allocating time to attend to the new baby. This 
inevitably leads to a reduction in the time available for
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the firstborn. Although there is some evidence that mothers 
make deliberate efforts to distract and occupy their 
firstborns while they are actively engaged in caring for the 
baby (Kendrick and Dunn, 1980), there is a general decrease 
in overall maternal attention to and infantilization of the 
firstborn, a pronounced increase in maternal confrontation 
and restrictiveness of the older child, and a change in the 
balance of initiating interaction, with firstborns increa­
singly having to take the initiative in starting positive 
interactions with their mothers (Dunn and Kendrick, 1980).
There are some indications in the literature that the 
fathering role may become more salient following the birth 
of a second child, with fathers tending to become more 
involved with their firstborns, predominantly as playmates 
but also as caregivers, as their children grow older 
(Clarke-Stewart, 1978; Nadelman and Begun, 1982; Dunn, 1984) 
This tendency appears to be particularly pronounced when the 
older child is a boy (Lamb, 1977).
Parental expectations for their children also appear 
to be affected by birth order. In their review of the 
pertinent literature, Sutton-Smith and Rosenberg (1970) 
concluded that mothers generally tended to have higher 
expectations for their firstborns, while data for fathers 
were too sparse to be conclusive. They suggested that 
parents of firstborns, due to their lack of experience with 
infants, would tend to treat their firstborns as much like 
adults as possible, expecting high levels of performance and 
being more critical of their deficiencies. By the time the 
second child arrived, parents would not only have far less
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time for him, but they would also have scaled down their 
expectations, at least insofar as the second born was 
concerned. However, the firstborn appears to continue 
receiving more attempts at acceleration and to experience 
more disciplinary friction from the mother, which indicates 
that expectations for the firstborn continue to remain high.
Generally, maternal behaviour towards second-born 
children would appear to be less intense and more consistent 
than towards firstborns. Lasko's (1954) longitudinal study 
of 40 sibling pairs indicated that firstborns experience a 
substantial decrease in maternal attention after the first 
two years and that, although they start from a more favoured 
position initially, they are less warmly treated overall 
than are their younger siblings at similar ages. It is not 
clear from Lasko’s report whether the observed reduction in 
maternal warmth and attention experienced by the firstborn 
was associated with the birth of a sibling or whether it was 
an age-related trend unrelated to the arrival of a new baby.
There are some indications from observational studies 
that increased maternal restrictiveness and decreased 
maternal warmth are concurrent with the birth of a new child 
(Taylor and Kogan, 1973; Dunn and Kendrick, 1980, 1983) but, 
in the absence of a control group of children without 
siblings, results remain speculative. On the other hand, the 
initially favoured position of the firstborn has been 
supported, albeit at a very early age, by two observational 
studies of 3 month old infants and their parents (Jacobs and 
Moss, 1976; Lewis and Kreitzberg, 1978). Such differences, 
however, have been found to diminish quite rapidly so that,
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by the time the siblings reach school age, they are 
virtually non-existent (Lasko, 1954).
Data on the effects of birth order on maternal 
intrusiveness tend to be contradictory. For instance, the 
Sutton-Smith and Rosenberg review concluded that mothers 
were more intrusive and exerted greater pressure on first­
born than on later-born children. Rothbart (1971), too, 
found mothers to be more intrusive and to give more 
explanations to firstborns in a structured, task-oriented 
laboratory situation. Lasko (1954), however, reported that 
mothers were more responsive (warmer and more protective) 
towards second-born children than they had been towards 
their firstborns at the same age, while Bryant and Crocken- 
berg (1980) found mothers to be significantly more 
responsive to and intrusive upon their younger children. The 
issue may well have been confounded by methodological 
differences, for Lasko and Bryant and Crockenberg observed 
mother-child interactions when both siblings were present, 
whereas the Rothbart study was based on mothers interacting 
with one child at a time. It is therefore suggested (Bryant 
and Crockenberg, 1980) that mothers may be more active with 
their firstborns providing that later-born siblings are 
absent.
Various other second order differences appear to 
pattern maternal behaviour. For example, the age gap between 
the siblings has been found to influence mothers, resulting 
in increased maternal interaction with second-borns when the 
interval between births was either small (9 to 18 months) in 
which case the siblings could be treated more or less as a
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unit, or when the age interval was large (43 months or more) 
when the older sibling could be expected to be less 
dependent thereby freeing the mother to interact with the 
younger child (Lewis and Kreitzberg, 1979; Kendrick and 
Dunn, 1982).
The sex of the siblings, too, appears to influence 
maternal behaviour. Mothers with children of differing sex 
were found to spend significantly more time interacting with 
their second child than mothers with same-sexed offspring 
(Jacobs and Moss, 1976; Kendrick and Dunn, 1982). For same- 
sexed dyads, mothers were found to spend significantly 
longer periods of time interacting with male than with 
female dyads, while interaction in cross-sexed dyads fell 
between the levels for the two same-sexed groups (Abramo- 
vitch et al, 1982). Perhaps higher levels of aggression and 
general agonistic behaviour in boys and in cross-sexed dyads 
could account for greater maternal involvement with these 
dyads as compared with female dyads. However, the issue is 
far from resolved as data are sparse and, more often than 
not, based on single studies which have not been replicated, 
while other studies have failed to find any significant sex- 
mediated differences in mother-child interaction (e.g. 
Zegiob and Forehand, 1975; Corter et al, 1983).
If relatively innocuous family status variables such 
as the birth order and sex of the offspring can affect 
parental behaviour, it is to be expected that modifications 
in parenting will be even more pronounced when one of the 
children is handicapped. In the first place, the extra 
caretaking required by the disabled child will necessarily
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reduce the time available for the normal sibling. Some 
degree of neglect of the normal siblings may well be present 
in all families with a handicapped child, but it can be 
expected to increase as the Severity of the handicap and the 
dependency of the disabled child become greater (Farber, 
1968; McMichael, 1971).
If the disabled child is the firstborn, he will 
probably not experience the marked decrease in maternal 
attention that normally takes place after the first two 
years of life and the corresponding thrust towards relative 
independence. The normal firstborn, on the other hand, is 
likely to experience a more than usually drastic curtailment 
of maternal attention due to the mother's preoccupation with 
the handicapped child. If the parents have not been given a 
firm diagnosis for their child, their preoccupation will 
probably be particularly intense at least until they can 
obtain a diagnosis and some form of treatment for the child.
It seems probable that parental behaviour will tend 
to be influenced more by the presence or absence of handicap 
than by factors such as the birth order, age-spacing or sex 
of their children. It is the normal child, regardless of sex 
or birth order, who will be the focus of parental hopes and 
aspirations and who will be expected to excel so as to 
compensate for the disappointment of the disabled child. It 
is also the normal child who will take on many of the roles 
traditionally assigned to the firstborn and who will be 
expected to be responsible, mature and understanding beyond 
his years. He will be the one to experience the greatest 
disciplinary friction and may even, on occasion, be unfairly
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blamed because his parents cannot express their frustrations 
directly towards the disabled child (Bentovim, 1972b).
This is not to imply that the sex, birth order and 
spacing of the children are unimportant, for they appear to 
exert an important influence on the impact of handicap per 
se on the parents. Thus, if the handicapped child is a boy 
or if he is moving beyond early childhood, the parents will 
tend to experience greater stress and anxiety and this will 
clearly affect their parenting. Similarly, if parents are 
distressed by the younger normal child overtaking his 
disabled older sibling, they may in overt or subtle ways 
attempt to hold the normal sibling back so that the 
deficiencies of the disabled child will not be so clearly 
evident (Kew, 1975).
The age gap between the siblings could also affect 
parental behaviour. For instance, when the siblings are 
closely spaced, the parents will tend to expect them to 
spend much more time together. To the extent, too, that they 
deal with the closely spaced siblings as a unit, parental 
behaviour could be quite inappropriate, particularly if the 
disparity between the siblings is pronounced.
It is interesting to speculate on the possible 
effects of a birth order by handicap interaction where the 
age gap between the siblings is large. There are bound to be 
differences in the behaviour of parents who either have a 
disabled child many years after a normal one, or parents 
whose normal child is born long after a handicapped one. In 
the first instance, the parents will have had a normal
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parenting experience and will also have a more mature 
surrogate parent to rely on for assistance, while the normal 
sibling himself would be more capable of maintaining a 
regular life style without becoming overwhelmed by the 
problems of the disabled sibling. In the second case, 
however, the normal child will be born to parents who have 
experienced repeated frustrations and who are likely to be 
anxious and possibly devoid of hope regarding their 
firstborn's future prospects, so that there will be manifold 
pressures on him, despite his immaturity, to make up for the 
years of parental disappointment. While it seems reasonable 
to assume that stress on both the parents and the normal 
child will be greater in the latter situation, the issue 
does not appear to have been empirically investigated.
Finally, to the extent that handicap causes parents 
to differentiate unduly between their children, neglecting 
the one and pampering the other, there will be difficulties 
in the sibling relationship. As indicated by the Bryant and 
Crockenberg (1980) study, when one child's needs are not 
being adequately met by the mother, there is a tendency for 
both siblings to be unsupportive and discomforting of each 
other, with unfortunate repercussions on the quality of 
their interaction.
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VI. RESEARCH HYPOTHESES AND DESIGN
The review of the literature indicated an almost 
wholly unilateral approach to the issue of handicap in 
sibling relationships. The main objective of the present 
study was, therefore, to obtain a more multidimensional view 
through the use of a variety of methods of data collection.
a) Direct Observation of sibling Interaction
In order to examine the mutual influences exerted by 
the siblings on one another, it was decided to use direct 
observations of sibling interaction in a semi-structured 
play situation and to compare them to a control group of 
matched normal sibling pairs so as to establish differences 
as well as similarities in the quality of sibling inter­
action when one dyad member was disabled.
Based on the literature review, it was hypothesised 
that the disabled child would tend to take a largely passive 
and dependent role in the interaction due both to his 
physical limitations and his lack of social competence. 
Compared to matched controls, disabled children were 
expected to show a preponderance of prosocial and submissive 
behaviours and a corresponding lack of assertiveness in the 
dyadic interaction.
Normal siblings were expected to be obliged to take 
on a more directive role in the interaction, engaging in 
more controlling and facilitative behaviours and experien­
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cing fewer challenges to their authority from their disabled 
siblings than their corresponding controls.
It was hypothesised that interaction in handicap 
dyads would tend to be more hierarchical and less egalita­
rian in nature than interaction among normal controls. This 
could be expected to result in less friction in handicap 
pairs, and particularly in those with an elder normal 
sibling whose leadership role was unquestioningly accepted. 
However, the lack of leadership skills of the disabled child 
was expected to lead to a leadership "vacuum" in dyads where 
the handicapped child was the elder of the two siblings, 
with very little possibility of effective interaction until 
the younger normal sibling became old enough to take over 
the role of the elder child.
Since the social skills of handicapped children 
reportedly increased with age, it was decided to control for 
age effects by using three age groups in addition to 
examining the effects of birth order on sibling interaction. 
It was expected that sibling interaction would be smoothest 
in handicap dyads with elder normal siblings and that dis­
organisation within the dyad would be maximal when the elder 
dyad member was disabled and also very young.
The age group selected for study covered the pre­
school and early school years, periods important to the 
initial development of sibling relationships and also char­
acterised by high sibling interdependence as the children 
are yet too young to have much contact with peers. This age 
group was ideally suited to direct observational methods
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which lend themselves to younger populations who are more 
spontaneous and less inhibited in their interactions. Though 
it meant that the subjects would be too young for methods 
such as interviews to be used, observational methods were 
considered to be superior in providing more immediate 
information on what was actually occuring within the sibling 
dyad and on how each child’s behaviour influenced the beha­
viour of the other.
As suitable laboratory settings with video equipment 
and one-way mirrors were unavailable in Greece, it was only 
possible to observe sibling interaction in the home. Despite 
the lack of consistency across situations, the home setting 
presented distinct advantages in that the predominantly 
young subjects could be expected to be more comfortable in 
their own homes, while the provision of secure and tolerably 
familiar seating arrangements for the more severely disabled 
children would have posed great difficulties.
b ) Maternal Interviews
An interview with the mothers was included in the 
design of the study to provide additional information not 
available through observation. The selection of the mother 
as the source of information was unavoidable, due to her 
better knowledge of the children's daily routines but also 
due to the reluctance of the fathers to participate.
The maternal interview was designed to provide 
information on the family and social setting within which
125
the siblings were being brought up and to establish the 
differences created by handicap. It was expected that the 
greater dependency of the disabled child would necessitate 
more caretaking and would elicit greater maternal restric­
tiveness and control. It was also expected that, due to the 
practical difficulties and the social stigma of handicap, 
families with a disabled child would be more socially 
isolated than corresponding controls.
Maternal ratings of the children's adjustment in both 
handicap and control groups were also included. It was ex­
pected that the adjustment of siblings of disabled children 
would be adversely affected due to the stresses created by 
the greater isolation of the family, the pressures of being 
the disabled child's main source of companionship, and the 
differing standards for disabled and healthy children pre­
vailing in handicap families.
Among target children, difficulties were created by 
the fact that screening instruments tend to load heavily on 
dependency behaviours, which are considered maladaptive when 
they persist in normal children, but which are necessarily 
prolonged among the disabled. This meant that heightened 
scores could not be interpreted as indications of maladjus­
tment among disabled children, but ratings were nevertheless 
included as measures of the strain placed upon the family by 
the disabled child's dependency, regardless of the fact that 
the dependency was justified.
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c) School Ratings and Observations
In order to obtain further indications of the impact 
of the normal sibling on the disabled child and to examine 
the possibility that social behaviour learned in the context 
of sibling interaction in the home would transfer to rela­
tionships with peers at school, it was decided to compare 
disabled siblings and singletons through behavioural obser­
vations and teacher ratings to be obtained within the 
special school setting. Though it was realised that the 
special school provided subjects with a poor environment for 
social interaction, disabled children in normal schools were 
too few and too widely scattered to make direct observation 
and teacher interviews feasible, even if permission to do so 
had been granted by the school authorities.
It was hypothesized that cerebral palsied children 
who had siblings would tend to be more capable of participa­
ting in group activities and would also tend to be more
assertive towards their peers than singletons due to their
experiences with their brothers or sisters. Singletons, on 
the other hand, could be expected to be more adult-oriented, 
to seek adult attention more frequently and to be more
withdrawn in peer situations.
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VII. M E T H O D O L O G Y
1. PILOT STUDY
Prior to the collection of data in Greece, a small 
pilot study was carried out in England in order to examine 
the possibilities of various methods of data collection and 
also to explore the parameters which appeared to influence 
patterns of interaction between disabled children and their 
normal siblings.
a) P R O C E D U R E
With regard to methods of recording observational 
data, three separate methods were considered and tested:
1) use of a portable microcomputer (Epson HX-20) with the 
Ethogram event recorder software package devised by 
Browne and Madeley (1985);
2) taking down of brief coded notes at 10 second intervals, 
timed by an electronic beeper;
3) talking into a portable tape recorder.
After several practice sessions, carried out in the 
homes of normal children, the University of Surrey playgroup 
and a physical handicap unit in a regular school in Farnham, 
a 10 minute video tape of a normal sibling dyad drawing and 
playing together was scored using all three methods.
Though the three sets of data were virtually iden­
tical, the Epson proved to be a much quicker method of 
recording data than note-writing, so that more time could be 
spent in observing the children's interactions and less in 
actually recording the observations. Tape recording, on the 
other hand, which allowed for uninterrupted observation and
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had no limitations on the types and numbers of behaviours 
which could be recorded, proved difficult to transcribe. It 
was also difficult to add timing to the taped observations, 
whereas the Epson recorded time automatically. Furthermore, 
the Epson was capable of tranferring data directly to the
mainframe computers for further statistical processing. It 
was therefore decided to use the Epson for data recording.
Though the Ethogram package is only capable of 
recording 36 behaviours, corresponding to the computer's 
letter keys, with the numerical keys used to define the 
subjects and objects of the behaviours, the fact that only 
two children were to be observed at any one time, allowed
for several numeric keys to be used as "qualifiers" of the
36 basic behaviours. For instance, aggression (the basic 
behaviour) could be physical, verbal, playful and directed 
towards either persons or objects. As a result of this 
modification, the Epson could effectively record virtually 
all relevant behaviours, with only a few, relatively rare or 
idiosyncratic behaviours remaining uncoded (Appendix A.l).
The initial selection of the behavioural categories 
was based on the review of the literature (particularly
Caldwell, 1969; Sutton-Smith and Rosenberg, 1970; Lamb, 
1978a; Abramovitch et al, 1982) and these were modified as 
necessary during the pre-pilot stage. A list of the 
behaviours finally selected for use appears in Appendix A.2.
The original plan, to have six groups (3 handicap age 
groups by 2 birth orders), had to be altered as it proved 
impossible to recruit 2-5 year old handicapped children with
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Table 1. Pilot study: numbers of sibling dyads in each group
AGE 
2 - 5  YRS
OF HANDICAPPED 
6 - 9  YRS
CHILD 
10 - 14 YRS
SIBLING
OLDER
GROUP 1 (N=7)
Mean age= 6.07 
Range= 3 - 8 . 5
GROUP 2 (N=7)
Mean age= 11.29 
Range= 8 - 1 7
(N = 1)
SIBLING
YOUNGER
GROUP 3 (N=7)
Mean age= 4.57 
Range= 2 - 7
GROUP 4
Mean age= 
Range= 5
(N=7)
8.21 
- 10
younger siblings who were capable of interacting with one 
another for the length of time required for the observation. 
Observations of 10-14 year old handicapped children with 
older siblings were also difficult. The one dyad observed 
proved to be very self-conscious, interacting in a stilted 
manner with one another. In three other families, the normal 
older siblings were reported to have already left the paren­
tal home and were therefore no longer an important part of 
the disabled child’s every day environment. Since it was 
also possible that the strain of living with a disabled 
child might induce these older siblings to leave home 
earlier, making samples difficult to locate, it was decided 
to base the pilot study on 4 groups (see Table 1).
Subjects for the pilot study were recruited through 
two special schools (Cheyne Walk Centre, London; White Lodge 
Centre, Chertsey), three units for physically handicapped 
children in regular schools in surrey (Badshot Lea First 
School, Park Barn School, William Cobbett School) and from 
the Frimley Children's Centre. The handicapped children were 
predominantly cerebral palsied (N=22), but there were also 5 
spina bifida cases and 2 children who were epileptic.
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suitable children was obtained from the school teacher or the 
social worker. A letter was sent to the parents, explaining 
the purpose of the project and asking them if they would be 
willing to participate in the study. In all, 47 letters were 
mailed and there were 34 acceptances and 13 refusals (parents 
who did not respond were included in the refusals).
Of the 34 families who agreed to participate, 5 were 
not included in the study. This was either because the sib­
lings were twins (2 cases) or because, after discussion with 
the parents, it was felt that the handicapped child was too 
physically or mentally disabled to participate (3 cases). 
There were thus 7 sibling dyads in each of the four groups 
studied. As noted above, one other sibling pair (Target Child 
aged 13, Sibling aged 18) was also observed and the resulting 
data were included in some of the statistical analyses.
Each family was visited once by the experimenter. 
After an initial warm-up period, during which the experi­
menter explained her interest in sibling interaction and 
familiarised the children with the Epson, the sibling dyads 
were observed for approximately 30 minutes while engaged in 
three activities, drawing, block puzzles and free play (to be 
fully described in the procedure section of the main study).
Coding the behaviours on the Epson proved quick and 
simple, as the cessation of activities was not recorded, 
while continuing activities were coded once, when they were 
initiated, and were only recoded if they recurred after an 
interruption. The experimenter was very rarely stressed for 
time. Though there were some occasions when sudden bursts of 
activity made recording difficult, all such occasions were of 
brief duration and were followed by lulls in activity, so 
that the experimenter was able to utilise the quiet period to 
code the preceding interaction. Although some behaviours may 
have been missed in this manner, they were not many and 
lapses were mainly in the frequency of the interchanges 
rather than in qualitative aspects for, if pressed for time, 
the experimenter gave absolute precedence to coding the types 
of interchange which had occured and, secondarily, focused on 
recording the frequency of their occurrence. Overall, coding 
of the interaction on the Epson was considered satisfactory.
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Due to the wide range of behaviours recorded during the 
observations, the separate behaviours were grouped into nine 
broader behavioural categories. The groupings were arbitrary 
and were not mutually exclusive, with several behaviours 
appearing in more than one category, e.g. verbal aggression 
came under Aggressive, Verbal and Dominant behaviours (see
Table B.l, Appendix B, for a complete list of behaviours
included in each category):
1) Physical behaviours such as using, giving or taking 
objects, assisting, gross motor activity, etc.
2) Verbal behaviours including crying, talking, directing, 
explaining, criticising, etc.
3) Dominant behaviours, e.g. directing, interfering, 
inhibiting, demonstrating, etc.
4) Submissive behaviours such as complying, accepting help, 
giving object, etc.
5) Aggressive behaviours including hitting, teasing, 
swearing, disrupting the activity, etc.
6) Prosocial behaviours including smiling, praising, 
assisting, sharing objects, etc.
7) Asocial behaviours such as ignoring sibling overtures, 
engaging in gross motor activity, etc.
8) Passive behaviours, e.g. observing without participa­
ting, aimless fiddling, gazing into space etc.
9) Intrusive behaviours including interrupting, directing, 
grabbing objects, excluding sibling from the task, etc.
Despite the small sample size, several significant 
patterns emerged from the statistical analyses. The results 
reported below, were obtained using ANOVA from the SPSS-X 
statistics package (1986). The direction and significance of 
between-groups effects were established using Scheffe at the 
5 percent level of confidence.
i) GROUP EFFECTS
Overall behaviour frequencies were affected by group,
i.e. by the age of the disabled child and the birth order of 
the siblings, only among handicapped children (p <0.05, see 
Table B.2, Appendix B). Handicapped children aged 2 to 5 
with elder siblings showed a significantly greater number of 
behaviours than those aged 6 to 9 with younger siblings 
(Group 1 > Group 3). No significant differences were found 
in the total behaviours of normal siblings or in adult 
behaviours towards either disabled or normal siblings.
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However, when behaviour groupings were used, as 
opposed to overall behaviours, several significant group 
effects emerged. Submissive behaviours, for instance, showed 
significant group effects in both normal and handicapped 
subjects (p <0.01 and p<0.02, respectively). More specifi­
cally, normal siblings in Group 4 (Target Child 10 to 14, 
Sibling younger) engaged in more submissive behaviours than 
siblings in both Groups 2 and 3 (Target Child aged 6 to 9), 
regardless of their relative birth orders (see Table B.3, 
Appendix B). Among handicapped children, on the other hand, 
the youngest children (aged 2 to 5, Group 1) showed more 
submissiveness toward their elder normal siblings than did 
older disabled children (aged 6-9, Group 3) towards their 
younger siblings (see Table B.4, Appendix B).
Prosocial behaviours also showed significant group 
effects (p<0.03 for Siblings and p<0.0& for Target Child­
ren) . Among normal siblings, younger children with disabled 
siblings aged 10 to 14 were more likely to display prosocial 
behaviours than were younger children with disabled siblings 
aged 6 to 9 (Group 4 > Group 3; see Table B.5, Appendix B ). 
Among disabled children aged 6 to 9 (Groups 2 and 3), those 
with older siblings were more likely to engage in prosocial 
behaviours than those with younger siblings (see Table B.6, 
Appendix B).
Physical activity and passive behaviours in normal 
siblings also showed significant group effects (p<0.04 and 
p<0.03, respectively) but without significant trends between 
groups. However, among the disabled siblings, passive
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behaviours were found to be significantly affected by group, 
(p<0.02) and there was a significant tendency for 6-9 year 
olds to be more passive when their normal sibling was older 
(see Table B.7, Appendix B).
ii) EFFECT OF HANDICAP
The existence of a physical handicap was found to 
affect the behaviour of the disabled child towards his 
normal sibling, and vice versa. There were highly signifi­
cant tendencies (using t-tests, SPSS-X statistical package,
1986) for disabled children to be less dominant and to 
display more passive and submissive behaviours than their 
normal siblings (p <0.01, <0.001 and <0.01, respectively).
With regard to the normal children, in addition to being 
more dominant, they were also found to be significantly more 
intrusive (p <0.01) than their handicapped siblings (see 
Table B.8, Appendix B).
While there was clearly considerable overlap between 
submissiveness and passivity, on the one hand, and domi­
nance and intrusiveness, on the other, the two sets of 
behaviours taken together clearly indicated that the normal 
child was taking a more actively directive stance in the 
interactions between the siblings.
iii) HANDICAP BY BIRTH ORDER EFFECTS
The effects noted across all groups for handicapped 
versus normal siblings (N=29) were also replicated in those
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sibling dyads where the normal sibling was the elder of the 
two children (Groups 1 and 2). Older normal siblings (N=14) 
were found to be significantly more dominant and intrusive 
than their younger disabled siblings (p<0.001 and p <0.01) 
who, in turn, were significantly more passive and submissive 
(p <0.001 in both cases) than their elder normal brothers 
and sisters (see Table B.9, Appendix B).
However, in Groups 3 and 4, where the normal siblings 
were the younger of the two children (N=14), there were no 
significant differences in dominance, intrusiveness, passi­
vity or submissiveness and, indeed, mean frequencies for 
disabled and normal siblings were very close. On the other 
hand, there was a pronounced difference in prosocial 
behaviours, with younger normal children exhibiting signifi­
cantly more prosocial behaviours than their older disabled 
siblings (Table B.9, Appendix B).
iv) BIRTH ORDER EFFECTS
Birth order effects were only significant for 
handicapped siblings (see Table B.10, Appendix B). Younger 
handicapped children were significantly more likely than 
older children to display passive and submissive behaviours 
(p <0.01). There were also tendencies, which did not reach 
significance, for older children (whether handicapped or 
normal) to be more intrusive and for older handicapped 
children to be more dominant and aggressive and to exhibit 
fewer prosocial behaviours than younger disabled children.
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V) "TRANSITION" EFFECTS
One of the most interesting issues that arose from 
the pilot study was the finding that there appeared to be a 
transition period in those sibling pairs where the normal 
sibling was younger than the disabled child and was 
beginning to catch up with and, in many areas, to surpass 
him not only physically but also mentally. This effect was 
not evident among dyads where the age gap was large (in 
which case the disabled child could be expected to still be 
ahead of the normal sibling in many respects), or when the 
disabled sibling was so severely physically or mentally 
handicapped that the younger normal sibling had already 
bypassed him.
Comparisons among "transition" pairs, i.e. 6 sibling 
pairs of approximately equal mental age (based on an 
entirely impressionistic evaluation of the siblings) and the 
remaining 8 sibling dyads ("non-transitional" group) where 
the normal sibling was younger than the disabled child, 
indicated that "transitional" siblings were more aggressive 
and also exhibited fewer prosocial behaviours than did "non- 
transitional" siblings (p <0.05). "Transitional" target 
children, on the other hand, were more likely (p <0.05) to 
display asocial behaviours than were handicapped children in 
"non-transitional" dyads (Table B.ll, Appendix B).
C) C O N C L U S I O N S
The pilot study was purely exploratory in nature and 
was in no way intended to resolve any issues. Instead, the
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aim was to raise relevant queries and to provide more speci­
fic directions for the research project which was to follow.
Taken as a whole, the results of the pilot study indi­
cated that there were probably important differences in the 
behavioural styles of normal and handicapped children which 
could be picked up in a semi-structured home observation. 
More specifically, there was an overall tendency for younger 
children to show more prosocial and submissive behaviours 
than older children and for handicapped children to show 
more passive/submissive behaviours, while normal siblings 
displayed more dominant/intrusive behaviours. Thus, in terms 
of their behaviour patterns, disabled children appeared to 
remain "younger children" for longer than would normally be 
expected. This finding was in the expected direction and was 
in line with Farber’s original observations (1959, 1960)
that the disabled child eventually took on the position of 
the youngest child regardless of his birth order as well as 
with the later-published study by Abramovitch et al (1987).
Handicapped children were also found to be very poor 
leaders. When the normal sibling was the elder of the two 
children, there was a strong tendency for him to be dominant 
and directive and for the younger disabled sibling to assume 
a complementary submissive role. However, when the situation 
was reversed, with the handicapped sibling being the elder 
of the two children, such complementarity was no longer 
evident. Instead, there appeared to be a more egalitarian 
form of interaction accompanied by a significant increase in 
prosocial behaviours by the normal siblings. However, there
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was less overall interaction among such sibling dyads, a 
finding which was particularly pronounced in Group 3 (Target 
Children aged 6-9, Siblings younger) where the older dis­
abled children were not able to effectively engage their 
younger siblings in play. This finding was again in the 
expected direction and also proved to be consistent with the 
results obtained in the 1987 study by Abramovitch et al.
With regard to maternal behaviours, those mothers who 
intervened despite instructions to the contrary, tended to 
be more intrusive with the younger sibling pairs (possibly 
in an attempt to make up for the disabled siblings1 
inefficiency in directing the proceedings) and more 
directive towards the disabled siblings. However, these 
tendencies were not statistically significant.
Perhaps the most interesting issue to emerge from the 
pilot study was the possibility of there being a transition 
period when the younger normal child increasingly rejects 
the leadership of his older handicapped sibling and begins 
to assume a more dominant role. Although data were extremely 
limited and impressionistic in nature, the atmosphere in the 
transition sibling dyads was tense and the aggressive 
outbursts frequent and violent, indicating that this was a 
particularly stressful time for both siblings.
It was decided that the issue of a transition period 
was one which merited further study and that it should 
therefore form a part of the main research design.
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2. HOME OBSERVATIONS AND MATERNAL INTERVIEWS
The main study was carried out in Greece. It was 
decided to duplicate the design with the four groups used in 
the pilot study, but the numbers of sibling dyads were 
increased to 16 within each group. Moreover, instead of 
comparing the handicapped children to their own normal 
siblings, it was decided to provide matched control dyads, 
thereby allowing for comparisons to be made between disabled 
and normal sibling pairs.
Semi-structured home observations of sibling play were 
to be used as the major method of obtaining direct informa­
tion on the patterns of interaction within the sibling dyad. 
However, the average Greek family is totally unaccustomed to 
the idea of a researcher entering the home, a situation that 
became even more delicate due to the presence of a disabled 
child. As the experimenter considered direct observation to 
be extremely important to the study, a compromise solution 
was accepted. The author would visit the children once, on 
which occasion she would confine herself solely to providing 
the siblings with play materials and watching them at play.
It was understood that the single brief observation 
might well provide atypical data due to chance fluctuations 
in the children's behaviour, quite apart from the impact of 
the observer's presence in the home. Some of the families 
were therefore visited on a second occasion in order to 
establish the stability of the siblings' behaviour patterns 
over time. In the event, behaviours that siblings directed 
towards one another displayed adequate retest reliabilities, 
indicating that data from the single observation could be 
taken as fairly representative of the children's usual 
patterns of interaction.
Since the direct observations would be contaminated by 
the presence of the observer and would also be limited both 
in terms of the duration and the range of behaviours which 
could be observed, a maternal interview was devised to 
provide additional information which would otherwise be 
unavailable to the experimenter.
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The exploration of "transitional" phenomena was also 
incorporated into the main study. Additionally, a small 
study was carried out within a pre-school setting for 
physically handicapped children in order to look for 
possible differences in adjustment and in social interaction 
between C.P. children who had siblings and those who were 
singletons.
2.1. DESCRIPTION OF SAMPLES
a) Handicapped Sample
The subjects for the handicapped group were 64 cere­
bral palsied children and their normal siblings. Subjects 
were mainly recruited through three special schools for the 
physically handicapped, though a few (N=7) were located 
through two private physiotherapy centres in Athens.
More specifically, the majority of the C.P. children 
(N=29), mainly the younger ones, were recruited through a 
pre-school educo-therapeutic centre in Athens (KASP) at 
which the author has been working as a psychologist since 
January 1980. The centre is a private, non-profit organisa­
tion, subsidised by the state health and social welfare 
authorities and supported by private donations. Parents do 
not pay for services rendered. Most of the children (N=17) 
were attending the centre at the time the data were being 
collected, but some of the older ones had moved on to either 
regular or special primary schools (N=8 and N=4, respecti­
vely) . Only one of the families approached, with a child 
attending a regular primary school, refused to take part in 
the present study.
Most of the older children were recruited from the 
two state-run schools for the physically handicapped 
(ELEPAAP) in Athens and Thessaloniki (N=15 and N=13, respec­
tively) . The author contacted the psychologists at each* of 
the two schools and obtained a list of possible subjects
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whose parents were then contacted directly. Only three of 
the families contacted refused to participate in the study.
The private therapy centres were approached towards 
the end of the study with requests for particular sibling 
combinations which had not been located via the special 
schools. There were no refusals, but the author has no means 
of knowing if there had been any preliminary screening by 
the directors of the two centres in order to exclude pos­
sibly "difficult" parents.
KASP and ELEPAAP are the only centres providing pre­
school education combined with physical therapy in Athens 
and Thessaloniki and, as a result, they would tend to absorb 
virtually the entire pre-school cerebral palsied population 
living in the two cities, with the possible exception of 
very mild cases and also excluding children with severe 
mental retardation.
On the other hand, at the primary school level, 
ELEPAAP tends to have the more severely physically and 
mentally handicapped children, as the more mildly affected 
children are increasingly being accepted into regular 
schools. The inclusion, therefore, of children who had left 
KASP for regular schools and of children recruited through 
the two physiotherapy centres (who all attended normal 
schools), resulted in a more balanced sampling of school-age 
cerebral palsied children.
The,criteria for inclusion in the sample were:
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Table 2. Diagnostic classification of types of cerebral 
palsy present in the handicapped sample (N=64).
TYPE OF CEREBRAL PALSY No of cases Percent
Spastic diplegia 21 32.8
Spastic hemiplegia (left) 5 7.8
Spastic hemiplegia (right) 2 3.1
Spastic quadriplegia 27 42.2
Athetosis 5 7.8
Ataxia 1 1.6
Spastic quadriplegia with athetosis 3 4.7
a) That the child should be diagnosed as primarily cerebral 
palsied, i.e. cases of motor delay due to retardation or 
other aetiologies were excluded. Although the number of 
affected limbs and the degree of overall handicap were 
not controlled for, a stipulation was made that the 
child's hands should not be so severely affected as to 
totally preclude the use (however crude) of chunky 
marker pens and toys. The distribution of the children 
by diagnostic category appears in Table 2.
b) That the disabled child should be of normal intelligence 
or mildly mentally retarded, with an estimated I.Q. of 
at least 60. Though this criterion could not be strictly 
adhered to, due to the difficulties inherent in testing 
C.P. children and to the lack of information on the pro­
cedures used by the psychologists in each school, there 
were no severely retarded children in the sample and, as 
far as could be ascertained, only two children with an
I.Q. in the low 50's. Due to the constraints placed on 
the experimenter, direct I.Q. testing of the children 
was out of the question. Evaluations of C.P. children 
were therefore accepted as accurate and it was assumed 
that normal subjects had at least average intelligence.
c) That the handicapped child should have no gross sensory 
deficits or severe additional handicaps. This criterion
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was generally fulfilled (see Appendix F.l). Although 56% 
of the sample had visual problems, these were not severe 
and had been corrected either through the use of spec­
tacles or through surgical intervention (for cases of 
strabismus). With regard to hearing, 95% of the sample 
were problem-free, while 3 children had problems severe 
enough to necessitate the use of hearing aids. Speech 
was normal or only slightly dysarthric for half the 
sample, 25% had moderate difficulty (i.e. speech was 
comprehensible after a short adaptation period), 16%
could only be understood by immediate family members and 
9% had no speech or could only use 4 or 5 words. 
Finally, of the 17% of the sample who had epilepsy, all 
but 2 children had had their seizures fully controlled 
by medication.
d) That half the sample of handicapped children (N=32) 
should be male and half female and, of these, half 
should be older than their normal siblings and half 
younger. An attempt was made to obtain data on equal 
numbers of same- and cross-sexed siblings and was 
largely successful, with only 7 exceptions (see Table 3)
e) That both the disabled children and the normal siblings 
should be between 2 and 12 years of age. Children of 
under two years were considered too young to play for 
the required length of time, while children over 12 were 
found to be unwilling to participate (see pilot study). 
In the event, 3 of the children (2 cerebral palsied and 
1 normal sibling) were 13 years old.
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Table 3. Age and sex distribution of handicapped children 
and their siblings in each of the four groups. 
0sl-6«)
G R O U P  1 
Target-Hand 2-5 years 
Sib-Hand Older
G R O U P  3 
Target-Hand 6-9 years 
Sib-Hand Younger
Mean age T-Child = 3.94 yrs Mean age T-Child = 6.91 yrs
Mean age Sibling = 8.28 
Range= 4-13 years
yrs Mean age Sibling = 3.84 
Range= 2-7 years
yrs
Both Sibs Male: 4 
Both Sibs Female: 4 
T-C Male, Sib Female: 4 
T-C Female, Sib Male: 4
prs
prs
prs
prs
Both Sibs Male: 2 
Both Sibs Female: 2 
T-C Male, Sib Female: 6 
T-C Female, Sib Male: 6
prs
prs
prs
prs
G R O U P  2 
Target-Hand 6-9 years 
Sib-Hand older
G R O U P  4 
Target-Hand 10-13 years 
Sib-Hand Younger
Mean age T-Child = 7.13 yrs Mean age T-Child =10.97 yrs
Mean age Sibling = 9.69 
Range= 7-12 years
yrs Mean age Sibling = 7.84 
Range= 4-11 years
yrs
Both Sibs Male: 3 
Both Sibs Female: 4 
T-C Male, Sib Female: 5 
T-C Female, Sib Male: 4
prs
prs
prs
prs
Both Sibs Male: 4prs 
Both Sibs Female: 2 prs 
T-C Male, sib Female: 4 prs 
T-C Female, Sib Male: 6 prs
NOTE: Target-Hand: Cerebral palsied target child.
Sib-Hand: Normal sibling of handicapped child.
The total sample was divided into 4 groups of 16 
sibling pairs on the basis of the age and birth order of the 
handicapped child, as shown in Table 3. There were equal 
numbers (N=8) of handicapped boys and girls in each of the 4 
groups, but, as already noted, it was not always possible to 
find sibling pairs which would allow for equal distibution 
of same- and cross-sexed pairs. Overall, there were 33 male 
and 31 female normal siblings in the sample, resulting in 13 
male and 12 female sibling dyads, 19 pairs with a C.P. boy 
and a normal girl, and 20 with a C.P. girl and normal boy.
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In two of the groups (1 and 2) the handicapped child 
was the younger of the two siblings, while in the other two 
(groups 3 and 4), the C.P. child was the elder, thus 
allowing for birth order comparisons to be made. There was 
also a reasonably close match between the ages of the handi­
capped children in groups 1 and 2 and the normal siblings in 
groups 3 and 4, and a similar correspondance in the ages of 
the normal siblings in groups 1 and 2 to those of the C.P. 
children in groups 3 and 4, allowing for comparisons to be
made across groups so as to partial out the effects of
age, birth order and handicap status on sibling interaction 
(see Table C.2.8, Appendix C.2).
In both groups 2 and 3 the disabled child was between
6 and 9 years of age. Thus, with the age of the C.P. child
held constant (mean age Target Child= 7.13 years and 6.91 
years in groups 2 and 3, respectively), it was possible to 
examine the effect of birth order and the differing age of 
the normal sibling, on the children’s patterns of inter­
action. Finally, groups 1 and 4, with the youngest and 
oldest sibling dyads, respectively, were included in the 
design in order to look at trends due to increasing age.
The sample was predominantly from the lower and lower 
middle classes, based on a classification scheme for Greece 
(see Appendix C.l). This is partly a reflection of the 
greater number of such families in the general population 
(Greek Census data), but there also appears to be some 
association between social class and C.P, with lower classes 
having slightly higher prevalence rates and tending to have 
the more severely affected children (Stanley, 1984).
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Table 4. Age distribution of normal controls in each of the 
four groups.
G R O U P  1 
Target-Norm 2-5 years 
Sib-Norm Older
G R O U P  3 
Target-Norm 6-9 years 
Sib-Norm Younger
Mean age T-Child = 4.09 yrs Mean age T-Child = 7.28 yrs
Mean age Sibling = 8.16 
Range= 5-12 years
yrs Mean age Sibling = 3.88 yrs 
Range= 2-7 years
G R O U P  2 
Target-Norm 6-9 years 
Sib-Norm Older
G R O U P  4 
Target-Norm 10-13 years 
Sib-Norm Younger
Mean age T-Child = 7.06 yrs Mean age T-Child =10.63 yrs
Mean age Sibling = 9.75 
Range= 7-12 years
yrs Mean age Sibling = 7.84 yrs 
Range= 4-11 years
Target-Norm: Control subject matched with disabled child. 
Sib-Norm: Control subject matched with normal sibling.
b) Normal Controls
The normal control sample was mainly recruited from 
three public primary schools in Athens. The schools were all 
in lower- to lower-middle class neighbourhoods and the 
control sample was well-matched for SES based on the 
father’s occupation (see Table C.2.1, Appendix C.2).
After discussing the aims and purpose of the study 
with the director and the teachers at each of the schools, 
the author obtained lists of all children with siblings. 
From these, sibling pairs of the same sex as the handicapped 
dyads and closely approximating them in age were selected 
(see Table 4). Initially, parents were approached directly 
by the author. However, the refusal rate proved to be very 
high, with only two of the six families approached agreeing
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to participate. It was therefore decided that it would be 
better if the parents were first approached by their child’s 
teacher, so that the researcher's aims and the need for 
control data could be explained to them by someone they 
trusted and were familiar with. The teachers generally 
proved to be extremely co-operative and, of the 62 families 
remaining 9 sibling pairs were found through the control 
families, who introduced the author to friends or relatives 
with suitable children.
In order to qualify for inclusion as a control dyad, 
each of the siblings had to be of the same sex and no more 
than one year older or younger than the corresponding 
sibling of the sample pair. A good age match was achieved, 
and there were no significant differences in age between the 
sample and control siblings with two exceptions. Controls 
for disabled children were older in group 3 (Target-Hand 
mean=6.91 yrs, Target-Norm mean=7.28 yrs, t= -2.32, p<0.04) 
and controls for disabled children were younger in group 4 
(Target-Hand mean=10.97 yrs, Target-Norm mean=10.63 yrs, 
t=2.30, p<0.04; Table C.2.7, Appendix C.2).
c) Demographic Variables
As already noted, the handicapped and control samples 
were adequately matched for SES, based on the father's occu­
pation (Table C.2.1, Appendix C.2). The majority of the 
families (58% of the handicapped and 67% of the controls) 
belonged to the lower middle class, i.e. the fathers were 
predominantly skilled "blue collar" workers, or low-level 
employees in various public services. In the remaining
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families, there was an increased tendency for the handicap 
families to belong to the lower classes (27% of handicapped 
versus 13% of controls) and a lesser tendency for controls 
to belong to the middle classes (20% controls versus 16% for 
handicap families). However, these differences were non­
significant and fathers did not differ in the amount of 
time they were away from home in the two groups (Table 
C.2.2, Appendix C.2).
Parental ages were also similar in handicap and 
control families (Table C.2.3, Appendix C.2). Mean paternal 
age for the handicap sample was 40.20 years, compared with 
39.45 years for controls (t=0.66, df=126, p=0.51), while
mean maternal age was 34.22 and 34.59 years for handicap and 
control mothers, respectively (t=0.41, df=126, p~0.69).
There were no significant differences in overall 
levels of parental education for the two groups (Table 
C.2.4, Appendix C.2). Approximately one third of the control 
group parents (33% of the fathers and 34% of the mothers) 
and the handicap group fathers (36%) had had only primary 
education. In the case of the mothers in the C.P. group, 
however, the percentage was far higher, with 45% of the 
mothers having had only primary education.
With regard to secondary education, 30% of the 
fathers and 39% of the mothers in the handicap group had 
received between 3 and 6 years of secondary education, 
compared with 22% and 30%, respectively, for the fathers and 
mothers in the control group. Finally, in the area of higher 
education, handicap group mothers were least likely to have
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attended either a technical college or a university. Only 
13% had a degree from a technical college, compared with 25% 
for their husbands and 19% and 20%, respectively, for con­
trol fathers and mothers, and only 3% had a university 
degree, as compared with 9% of the handicap group fathers 
and 25% and 16% of the control group fathers and mothers.
Although the differences in educational levels for 
parents of C.P. and control children were not significant, 
(paternal education: K-S z=0.88, p.s‘0.42, maternal education: 
K-S z=1.24, p<0.io) there was a tendency for mothers of dis­
abled children to have received less education than control 
mothers.
A closely related issue is that of maternal occupa­
tion (Table C.2.5, Appendix C.2). It was found that, 
although there was a general tendency for mothers to be 
full-time housewives, this was significantly more pronounced 
for mothers of C.P. children, with 69% of these mothers as 
compared to 52% of the control mothers remaining at home 
(Chi square=8.96, p<0.05). The discrepancy was particularly 
interesting in view of the fact that, prior to their 
marriages and the birth of their children, mothers of handi­
capped children were not significantly different to control 
mothers in terms of occupational status (Chi square=3.64, 
p=;0.30), indicating that the birth of a C.P. child makes it 
more difficult for the mother to leave the home.
When they did work, mothers in both groups were 
usually engaged in either factory or cleaning jobs (11% and 
5% of handicap and control group mothers, respectively), or
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else they were employed as typists or draughtswomen (16% and 
30%, respectively). Only very few of these mothers had any 
administrative or professional responsibilities (5% of 
handicap and 14% of control group mothers), and none of them 
was engaged in a free-lance professional capacity.
As the financial and psychological rewards of employ­
ment at such low levels would tend to be very limited, it 
was hardly surprising that so many of the mothers had 
decided to remain at home. In fact, 12 of the working
mothers (6 each from the handicap and control groups)
expressed a desire to be able to give up their jobs in order
to take up full-time home-making duties. However, 10 of the 
housebound mothers (5 from each group) were equally anxious 
to take up regular employment.
Of the 128 families interviewed, all but two, both in 
the control sample, were intact. However, 3 of the handicap 
sample mothers reported that they had gone through trial 
separations and that the marital relationship essentially 
existed in name alone.
Finally, there were no significant differences in the 
number of siblings in the handicap and control samples 
(means of 1.30 and 1.33, respectively, t= -0.28, df= 126, ps
0.78). The overwhelming majority of families had only two
children (49 families in each of the two groups, 77% of the 
entire sample). Twenty-one families had three children (11 
handicap and 10 control families), there were 8 four-child 
families (4 each, in the handicap and control groups) and 1 
control family had 5 children (Table C.2.6, Appendix C.2).
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2.2. P R O C E D U R E
a) Observation of sibling Interaction
The observations were carried out in the homes of the 
handicapped and control families, usually in the presence of 
the mother, particularly with the younger children. In order 
to minimise the discomfort occasioned by her presence, the 
observer invariably spent at least half an hour in talking 
to the mother and children. She also explained her interest 
in children's play and, more particularly, in the solutions 
which children were able to devise in order to overcome the 
problems encountered in various play situations.
Initial contact with the children was greatly facili­
tated by the observer's portable computer (Epson HX-20). 
Children in Greece do not yet have much access to computers 
and, in the fascinating process of learning about what the 
computer could do and pushing the various buttons, the 
children were easily drawn towards the observer.
When interest in the Epson waned and the children 
began to fidget or to look towards the bag of toys which the 
observer had brought with her, the observer would propose 
moving on to play activities. Many of the children actually 
asked if there was going to be anything else, thereby pro­
viding a definite cue that they were ready to go on, but in 
all cases the experimenter experienced no difficulty in 
inducing the children to participate in the various tasks.
The mothers were informed that they were perfectly 
welcome to remain in the room with their children, so long 
as they refrained from commenting on, or in any way inter­
vening in, the ongoing activity. Any help necessary, in the 
way of verbal suggestions or physical assistance, was to be 
given by the siblings themselves and the children were 
informed that the observer would remain uninvolved, 
confining herself to recording their behaviours. The 
observer assured both mother and children that the 
activities were in no way a test of ability and that it was 
the process of interaction, and not the quality of the 
finished product, which was of interest.
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Very few of the mothers managed to totally restrain 
themselves from interfering. When the mother first inter­
vened, she was reminded by the observer (and often by the 
children themselves) that the aim of the observation was to 
record the children’s methods of dealing with the tasks. If 
the mother persisted in controlling the interaction, she was 
again asked by the observer to desist, as the purpose of the 
observation was to see what the children could achieve on 
their own. However, after the second, firmer, reminder, the 
observer no longer commented on the mother’s interventions, 
considering them to be a further variable in the inter­
action.
There were three activities in all. The first was a 
drawing task. The children were given a single large sheet 
of paper (1.20 m by 0.70 m) and six thick marker pens and 
were asked to jointly decide upon a topic for a drawing and 
then carry it out. Queries as to whether it would have to be 
a collaborative effort with a single, unifying theme, or if 
it was permissible to have two separate drawings, were dealt 
with by stating that it was the siblings' drawing and that 
it was up to them to decide what they wanted to do.
Drawing was selected as the first task as it is an 
activity that is generally pleasureable and stress-free and, 
moreover, one which is appropriate for virtually all age and 
ability levels. Thick felt-tip pens were used, as these were 
chunky enough for the handicapped child to grasp and also 
required very little pressure for a strongly coloured and 
highly visible result to appear on paper.
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The second activity was more structured, consisting 
of 12 blocks which were put together to create a picture 
(Galt's Picture Cubes). Block puzzles were selected in 
preference to regular puzzles as they were easier for the 
cerebral palsied child to grasp and manipulate. Also the set 
of blocks could be used to make up 6 different puzzles, by 
turning the cubes to the appropriate sides, which proved 
useful with the older children who were able to complete 
several, if not all, the puzzles in rapid succession.
The final activity was free play with a set of wooden 
bricks, a family of wooden dolls, four cars and a tea set 
with cups and saucers. Again, the toys selected were large 
enough for the cerebral palsied child to grasp with ease and 
sturdy so as to withstand crude handling without disintegra­
ting and thereby distressing the child. The children were 
instructed to use the toys in whatever way they pleased.
Each of the tasks was to be engaged in for approxi­
mately 10 to 12 minutes, adding up to a total observation 
time of 30 to 40 minutes. When the 10 minutes were up, the 
observer informed the children that it would soon be time 
for them to move on to another activity and, roughly 2 
minutes later, behavioural scoring was interrupted and the 
materials for the following task were set out. Quite 
frequently, however, the children were so enjoying the on­
going activity and were so absorbed in what they were doing, 
that the observer did not insist on stopping them, but 
waited until they were ready to move on to something else, 
without scoring the intervening interaction. On the other
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hand, on the very rare occasions when the children appeared 
incapable of carrying on with a task for the full time allo­
cated, either because it was proving too difficult for them 
or because they had run out of further ideas and were just 
staring at the materials, the observer interrupted scoring 
and proceeded with the following task.
The number of toys or other materials available to 
the sibling dyads for each of the tasks was deliberately 
restricted in order to make it necessary for them to co­
operate if they were to produce a result. For, had there
been ample resources, there would have been less inherent 
stress and less need for the siblings to provide immediate 
solutions with regard to the sharing out of materials and 
the handling of potential conflict situations.
b) Maternal Interviews
The interview schedule was based largely on the
interview used by Hewett (1970) and on the Behavioural 
Screening Questionnaire developed by Richman and Graham 
(1971). The questions were translated into Greek by the 
author and were then back-translated into English by an 
independent translator, after which a few minor correc­
tions were made to the Greek translation. The questionnaire, 
in its English form, was then given to two of the pilot- 
study mothers to test for comprehensiveness and for possible 
difficulties in completing the items. Both English mothers 
felt that, although some of the questions had been difficult
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to answer (particularly those pertaining to paternal reac­
tions and involvement, and those involving the future of the 
disabled child), they were important questions which should 
be included in the interview.
The final draft of the interview included questions 
in the following general areas:
a) Demographic data - such as the age, educational level 
and occupation of both parents; the number, age and sex 
of all children in the family; and persons living in the 
home, other than nuclear family members.
b) Diagnostic information - including the basic diagnostic 
classification and all additional handicaps.
c) Degree of handicap and dependency - including informa­
tion on mobility and basic self-help skills; problems in 
eating, sleeping and toilet-training; and means of 
transportation outside the home.
d) Environmental awareness - the child's range of inte­
rests, his ability to concentrate, to occupy himself and 
to remain without immediate parental supervision.
e) Relationships with peers and siblings - including the 
quality of peer and sibling companionship, the degree of 
maternal intervention, and the possibility of visiting 
and being visited, for both the handicapped child and 
the normal siblings.
f) Responsibilities assigned to the children and handling 
of problems arising due to differential treatment of 
the siblings.
g) Temperamental characteristics of the handicapped child, 
disciplinary methods used with children and disciplining 
discrepancies.
h) Extent of paternal involvement with the handicapped 
and normal children, parental agreement on upbringing 
and maternal satisfaction with the father's partici­
pation.
i) Parental outings and social contacts, availability of 
support and practical assistance from family, friends 
and self-help groups.
j) Events surrounding the C.P. child's birth and diagnosis,
initial concerns and actions, explanations received, 
and the supportiveness of professionals.
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k) Impact of the child’s disability on the parents as indi­
viduals, on the marital relationship, on their role as 
parents and on their decision to have other children; 
information given to the C.P. child and his siblings 
regarding his handicap; parents’ ideas about and plans 
for the future and their advice to other parents with 
handicapped children.
1) The Rutter Parents' Scale (Rutter et al, 1970) for all 
target children aged 6 and above and either the Rutter 
or the BSQ, depending on age, for the siblings.
The English version of the interview schedule is 
reproduced in Appendix A.3. Some of the questions (e.g. 
those in section j) were not strictly relevant to the 
present study and were included for other purposes. They 
are, however, presented in the Appendix to give the reader 
an understanding of the general structure of the interview. 
Moreover, several scoring categories did not appear on the 
original interview form but were added later, after 
classifying the responses made to open-ended questions. 
These have been reproduced in the Appendix to provide the 
reader with a summary of the types of responses obtained.
As much of the interview material was painful and as 
mothers would probably not have been able to answer the 
questions fully in the presence of their children, a 
separate appointment was made for the interview following 
the observation of the sibling interaction.
Although the presence of the father during the inter­
view was not specifically requested and though no provisions 
had been made to record paternal responses, efforts were 
made to schedule the interviews so as to allow the fathers 
to be present if the parents so desired. In the majority of 
cases (N=40, i.e. 63% of the sample), fathers were absent
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during the interview. When fathers were present, the extent 
of their participation in the ongoing discussion tended to 
vary. In 12 cases, paternal participation was equivalent to 
that of the mother, with the couple tending to discuss the 
issues between themselves before responding to the inter­
viewer. In 6 cases the fathers, though physically present, 
remained quite aloof from the proceedings, letting their 
wives respond to the interview questions as the ones who 
best knew about the situation. In the remaining 6 cases, 
however, the fathers tended to dominate the interview so 
that the interviewer was obliged to be very firm in ensuring 
that the mother voiced an opinion which could be recorded. 
In the event of a disagreement between the parents, the 
opinion of the mother was recorded in order to maintain the 
similarity of the basic data source.
The interviews were long, usually lasting for up to 3 
or 4 hours and sometimes even longer. The mothers generally 
saw the interview as an opportunity to talk about subjects 
that they found most people anxious to avoid. Mothers were 
informed that they could refuse to answer any of the 
questions but, though many experienced deep distress in 
recalling the processes of obtaining and coming to grips 
with their child’s diagnosis and, indeed, in chronicling the 
continuing difficulties and lack of support facing both them 
and their disabled children, there were no refusals.
Insofar as the interviews with the control mothers 
were concerned, these rarely took more than an hour and were 
usually completed immediately following the observation of 
the siblings. The mother and interviewer merely moved into
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another room leaving the children to play with the toys used 
during the observation. The interview was identical to that 
used for the mothers of disabled children with the exception 
of those questions pertaining directly to the handicap and 
its effect on the family (sections b,c,j and k) . There were 
3 additional questions regarding the control mothers' under­
standing of the term cerebral palsy and their attitudes 
towards having C.P. children in their child's classroom and 
towards their child having a physically handicapped peer as 
a friend.
In the control group, too, the majority of fathers 
were not present during the interview (N=49, or 77%). How­
ever, the 15 fathers who did participate were highly 
involved in the proceedings, showing no tendency to set 
their wives up as "experts" but discussing issues with them 
on an equivalent basis. Again, in the event of disagreement 
between the parents, the opinion of the mother was recorded.
3. TRANSITION DATA
An attempt was made to obtain longitudinal data on 
"transitional" sibling dyads, with subjects selected from 
the 20 sibling pairs in Groups 3 and 4 which had been 
recruited prior to the summer of 1986. The criteria for 
exclusion from the transition group were:
a) That the age gap between the two siblings was so large as 
to logically preclude the transition taking place during 
the 2 year period available for follow-up. This resulted 
in the exclusion of 3 sibling pairs (Nos 301,401 and 403) 
with age gaps of over five and a half years.
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Table 5. Characteristics of the six transition dyads who 
were observed longitudinally.
Handicapped Normal
Pair No.
Sex Agel I.Q2 Mobil Diagnos Sex Agel I.Q2
310 M 7:00 100 Walks Quadripl F 4:00 100
311 M 6:08 92 Walks Quadripl F 4:05 133
313 F 6:08 96 WSupp Diplegia M 5:07 116
314 F 5:11 100 Walks Diplegia M 3:07 89
404 H 10:01 83 wsupp Quadripl M 8:03 96
416 F 9:10 81 Walks L Hemipl M 7:11 104
1. Ages are given in years and months and refer to the age 
of the child at the time of the first observation.
2. I.Q’s were assessed using a Greek translation of the 
Stanford Binet (Form L-M)
b) That the degree of mental and physical handicap was so 
extreme as to have long given the normal child the role 
the leader in sibling interaction. This criterion led to 
the exclusion of 4 pairs (Nos 305, 315, 409 and 413).
c) That the degree of mental and physical handicap was so 
minimal as to make it unnecessary for any "transfer of 
power" to take place. This was the case in 5 sibling 
dyads (Nos 312, 316, 410, 414 and 415).
d) Two sibling pairs, who would have been ideally suited to 
the search for transition phenomena, were unavailable 
for further observation as one pair (No 309) moved away 
and could not be located, while the parents of the 
second pair (No 402) were afraid of the problems that 
repeated observations could create in their children and 
therefore declined to participate.
As a result, only six sibling pairs were observed 
longitudinally (see Table 5). Each pair was visited on 4 
occasions (including the initial one) spaced approximately 
at 6 to 7 month intervals. On each occasion, the obser­
vations followed the same procedure as that outlined above, 
excepting for the third session, when the observer also 
administered the Stanford-Binet Intelligence Scale (Form L- 
M) separately to each of the two children.
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Unfortunately the sample proved far too small and too 
heterogeneous for any statistically significant patterns to 
emerge. The reversal of sibling dominance was recorded in 
three of the dyads (Nos. 311, 313 and 404), with heightened 
levels of aggressiveness and with the disabled children 
showing increased compliance while normal siblings took on a 
more directive stance. In pair 416 the transition appeared 
to have commenced prior to the start of observations, pos­
sibly due to the limited intelligence of the older disabled 
child. For this dyad, changes over time were largely 
confined to decreases in aggression, which could be inter­
preted as reflecting increasing acceptance of the status 
quo. Finally, in pairs 310 and 314, there were no striking 
changes over time as the disabled children had maintained a 
considerable lead over their younger siblings in terms of 
their age and intellectual level.
Thus, although transfers of power did occur and were 
accompanied by increased aggression, the range of ages and 
relative abilities of the subjects and also of situational 
variables such as the type of school attended (normal or 
special) or the degree of peer accesibility, made it impos­
sible to predict when the transfer of power would occur, or 
even to account for its occurrence at a particular point in 
time with any degree of confidence. More importantly 
perhaps, the 6 month time interval between observations 
proved to be far too long. The observations at half-yearly 
intervals essentially showed whether the transfer had or had
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not occured at the time behaviour was observed, but provided 
no record of the process of transfer.
In order to be adeqately established, the issue of a 
transition period would require a larger sample and better 
control of variables such as the relative ages and abilities 
of the subjects. Alternatively, in the absence of large 
samples, an intensive case study approach could be utilised.
Although a test of intelligence should be used, other 
measures more sensitive to social ability and to temperament 
would also have to be included in the design, in order to 
produce a more accurate evaluation of the types of deficit 
underlying the transfer of power. Degree of incapacitation 
and access to the community in general and to peers in 
particular, would also have to be established. Valuable 
additional information as well as insights into family 
awareness of the changes taking place in the sibling dyad 
could be obtained through depth interviews with the mothers 
and/or the siblings themselves. Mothers could also be asked 
to keep detailed diaries in which relevant behaviours could 
be recorded, thereby providing data from a wider and more 
natural range of situations than would be available to an 
outside observer. Finally, the interval between observations 
by an independent observer would have to be shortened to a 
maximum of two months if the process of tranfer is to be 
adequately recorded.
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4. SCHOOL OBSERVATIONS AND BEHAVIOURAL RATINGS
All observations and behaviour ratings were carried 
out at KASP, the pre-school centre for cerebral palsied 
children at which, as already mentioned, the author was 
working as a psychologist.
The centre runs two play groups for younger cerebral 
palsied children aged 2-6 and a classroom for children aged 
5-9 who are being prepared to enter either a special school 
or the regular school system. While the centre accepts 
children with all degrees of physical handicap, children 
with moderate to severe mental handicap are only treated on 
an out-patient basis and do not participate in either the 
playgroups or the classroom. This, in effect, generally 
results in the more seriously physically handicapped 
children also being excluded from the centre's educational 
programmes, as severe mental handicap usually tends to 
accompany more serious motor involvement.
As mentioned earlier, there is only one other centre 
for pre-school cerebral palsied children in the Athens area 
(ELEPAAP), which results in the KASP sample being adequately 
representative of the mildly to moderately severely involved 
pre-school C.P. population in the greater Athens area.
P R O C E D U R E
a) Classroom Observations
Classroom observations were carried out by the author 
during free periods, when the children were allowed to
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choose the activity that they wished to engage in, and 
during structured teaching periods. The children were all 
very familiar with the observer and soon became accustomed 
to her presence at the teacher’s desk, paying no attention 
to her other than to remark that she was back again to work 
in their classroom. As the classrooms were large, it was 
easy for the observer to keep out of the way and, with no 
equipment other than a discreet buzzer and sheets of paper, 
there was nothing to compete with the toys and other 
materials available to the children.
Initially, it was more difficult to make the teachers 
less aware of the observer's presence. Although they, too, 
were familiar with the observer, and were used to having 
others (volunteer workers or trainee observers) in their 
classrooms, they had never before experienced structured 
observations. It was, however, stressed that the observer 
was only interested in recording the children's behaviour 
without making any evaluations and it did, in fact, soon 
become possible for the teachers, too, to largely ignore her 
presence.
The observer was equipped with pre-coded sheets, one 
for each child. The sheets were divided into 30 cells, each 
of which included, in abbreviated form, all the behaviours 
to be scored. The buzzer was timed to sound at 10 second 
intervals and these were used sequentially as observation 
and scoring periods, respectively. A behaviour was scored 
once, regardless of frequency, if it occurred at any time 
during the 10 second observation period (see Appendix A.4
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Table 6. Characteristics of sibling-singleton pairs used 
in the classroom observations.
D  7V T  ^
S I B L I N G S S I N G L E T O N S
r  A  JL K
Sex Age I.Q. Mobility Sex Age I.Q. Mobility
Pair 1 F 5-10 80 Immobile F 5-03 100 Immobile
Pair 2 M 5-09 100 Walk-Sup F 4-11 110 Walk-Sup
Pair 3 F 4-10 80 Mobile M 4-10 90 Mobile
Pair 4 M 4-05 80 Mobile F 3-08 70 Mobile
Pair 5 M 2-10 100 Mobile F 3-05 100 Mobile
Pair 6 M 3-11 100 Immobile M 4-04 110 Immobile
Pair 7 M 3-04 110 Immobile M 3-11 100 Immobile
NOTE: Ages are given 
to the nearest
in years and months 
10 points.
• I.Q. * s are rounded
for scoring categories and Appendix A.5 for a copy of the 
scoring sheet). Each child was observed for 10 minutes, thus 
giving rise to 5 minutes worth of observational data (30 
cells by 10 seconds).
Fourteen children, 7 singletons and 7 with siblings, 
were selected for observation (see Table 6). The sibling- 
singleton dyads were well matched for age, with a maximum 
age discrepancy of 10 months (Pair 2) between the pairs and 
group means of 4 years 5 months and 4 years 4 months, 
respectively, for singletons and siblings. Degree of 
handicap was also well controlled for, with 3 pairs in each 
of the two groups being totally immobile, 3 pairs being 
capable of independent movement and one pair in each group 
needing to support themselves on walls or furniture in order 
to move about. Levels of intelligence were also comparable 
(with mean I.Q's of 93 and 97 for singletons and siblings, 
respectively).
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Due to the limited subject pool, it only proved 
possible to match three of the pairs for sex and there were 
also unequal numbers of males and females in the two groups, 
with the singleton group having 5 boys and 2 girls, while 
the sibling group was composed of 3 boys and 4 girls. 
Although it was understood that such differences could 
create bias, it was felt that greater weight should be given 
to the variables of age (which further determined the class 
that the child attended), degree of handicap and level of 
intelligence in attempting to match the pairs.
Children were observed on six separate occasions 
over a two month period, making a total observation time of 
30 minutes, with three of the observations taking place 
during structured teaching and three during play periods. It 
should be noted that the children were not allowed to move 
freely about the classrooms, as even the mobile children had 
some problems in maintaining their balance and required at 
least a minimal level of supervision, while even closer 
monitoring was necessary for the two children who required a 
great deal of support for mobility (Pair 2).
Those of the children who were totally confined to 
their special chairs (N=6) as well as the two children who 
needed support for mobility, were dependent on their 
teachers for access to other peer groups and also had to 
rely on the teacher or their mobile peers for assistance in 
obtaining materials which had not been supplied to them. 
However, even mobile children had to obtain permission to 
move about the classroom.
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Table 7. Diagnostic classification of types of cerebral 
palsy present in the school sample.
TYPE OF CEREBRAL PALSY No of cases Percent
Spastic diplegia 9 38
Spastic hemiplegia (left) 2 8
Spastic hemiplegia (right) 2 8
Spastic quadriplegia 6 25
Athetosis 2 8
Spastic quadriplegia with athetosis 3 13
T O T A L 24 100
Nevertheless, whether seated at a desk or around the 
sand pit or painting table, all the children were invariably 
in close proximity with some of their peers, so that there 
were always opportunities for peer interaction if they
wished to take advantage of them.
b) Behavioural Ratings
Behavioural ratings were completed for all children
attending KASP, providing that they were not new arrivals
(i.e. children who had been at the centre for less than two 
months were not rated). Of the total sample of 24 children, 
seven (29%) were singletons, while twelve (50%) had one
sibling and five (21%) had two.
Most of the children were diplegic or quadriplegic 
(N= 9 or 38%, in each case), but there were also 4 hemiple- 
gics (16%) and 2 children (8%) with a diagnosis of athetosis 
(see Table 7). Fifteen of the children were of normal intel­
ligence (I.Q.=90 and above), while 7 were borderline cases 
(I.Q.=70-89) and two mildly mentally retarded (I.Q.= 55-69). 
Two of the children had severe visual problems, while the
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remainder either had normal vision (N=17, 71%) or had mild
problems which had been corrected through the use of 
glasses. One child had moderate to severe hearing problems 
and one child presented recurring epileptic seizures. Speech 
problems were present in all but 7 cases, with 12 children 
(50%) presenting slight to moderate difficulty and 5 child­
ren (21%) having restricted or no speech (see Appendix K.l)
Ratings were made by the author and the teachers of 
each of the three classes at the end of January 1988, by 
which time the raters were familiar with the children and 
the children themselves had had time to re-adapt to the 
centre after the Christmas holidays. Ratings were repeated 
at the end of March 1988.
The rating form comprised the following:
1) Basic medical diagnosis, level of intelligence and data
regarding the child’s age and the number of siblings.
These data, which were filled in by the author, were 
taken from the centre's medical, psychological and 
social records, respectively.
2) Separate ratings for extent of mobility and degree of 
gross and fine motor control, existence and severity of 
speech, visual and hearing problems and frequency of 
epileptic seizures.
3) Global ratings, on a scale of 1 to 7, of overall handi­
cap and of the effects of handicap on the child’s 
performance in school and on his social relationships.
4) A Greek translation of the Pre-School Behaviour Check­
list (McGuire and Richman, 1986), designed to screen for 
behaviour problems. The PBCL has 22 items, each rated 
from 0 to 2.
5) A Greek translation of Roper and Hinde’s Questionnaire
for Individual Differences in Social Behaviour (1979),
devised to record social behaviours in pre-school 
children. One of the 40 test items (number 29, ’’Plays
games requiring physical activity") was excluded. Beha­
viours on the QSB are rated on a 7 point scale.
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The Pre-School Behaviour Checklist (PBCL) and Social 
Behaviour Questionnaire (SBQ) were selected primarily 
because both were designed for pre-school populations and, 
as such, applied to the majority of the children at KASP. 
Ages in the sample ranged from a minimum of 2 years 9 months 
at the initial rating to a maximum of 9 years 3 months at 
the second rating, with a mean of 4 years 11 months at the 
time of the first rating and a mean of 5 years 1 month at 
the second. Although 7 of the 24 children were above the 
Greek school-going age of five and a half years, all but two 
girls (who were of normal intelligence but were severely 
physically handicapped) had some degree of mental retarda­
tion and were thus mentally, if not chronologically, at pre­
school levels.
Items on the PBCL and SBQ are largely expressed in 
terms of behaviours, which are generally easier and more 
reliable to rate (e.g. Wilson and Prentice-Dunn, 1981). 
Furthermore, satisfactory inter-rater reliabilities have 
been reported by the authors of both instruments and both 
have been validated using a variety of procedures. On the 
PBCL, inter-rater agreement had shown correlations of above 
.40 for all but 4 of the items (range of correlations 0.23 
to 0.81, mean= 0.55), while in the final version of the SBQ, 
two separate tests of inter-rater reliability had produced 
only 2 items with correlations below .31 (range of remaining 
items 0.31 to 0.87). Validity of the SBQ has been esta­
blished through direct observation, using multiple scan 
sampling and focal sampling (Roper & Hinde, 1979; Hinde et 
al, 1984). Validity of the PBCL has been examined through 
several measures, including comparisons of PBCL scores with
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the evaluations of a clinical psychologist who directly 
observed the children rated, establishing the PBCL's 
efficacy in distinguishing between children at a therapeutic 
day centre and normal controls, and by comparing it to 
another test for behavioural and emotional disturbances in 
childhood, the PBQ (Behar and Stringfield, 1974).
Finally the PBCL and SBQ were selected because, 
between them, they provided a wide range of information 
which was not limited to potential pathology in the form of 
behavioural and emotional problems, but also reflected the 
child's pattern of participation in day-to-day classroom 
activities.
The two rating scales were translated into Greek by 
the author after certain slight changes were made to the 
wording of the items to render them applicable to the dis­
abled population being studied (see Appendix A.6). The 
scales were then back-translated into English by an indepen­
dent translator, but it proved unnecessary to make any 
further modifications to the Greek version.
In order to clarify the terms of the various items, 
the author and the three teachers each rated a child who had 
recently left the centre. They then met to compare and 
discuss their ratings and the problems which had arisen in 
interpreting the behavioural statements. Subsequent to this 
training session, teachers were given rating schedules for 
all the children in their classrooms excepting new arrivals. 
They were asked to complete the assessments without 
discussing the ratings between themselves but, as each of
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the teachers rated a separate set of children, there was 
little likelihood of them influencing one another.
It was explained to the teachers that the purpose of 
the ratings was to determine the socially adaptive 
behaviours displayed by cerebral palsied children in the 
special school setting and to establish the prevalence of 
emotional and behavioural disturbance within the sample. The 
issue of the children's sibling status was not raised.
In conclusion, it should be noted that none of the 
KASP teachers had received teacher training. The teacher of 
the older children had a B.Sc. in psychology, while the two 
playgroup teachers were high-school graduates who had worked 
at the centre for 5 and 7 years, respectively, initially as 
assistants under the supervision of special education 
teacher trainees and later on their own.
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VIII. RETEST RELIABILITY OF SIBLING BEHAVIOURS IN 
THE HOME OBSERVATIONS
The selection of the home for the observation of 
sibling interaction made it impossible to include a second 
observer in order to establish inter-rater reliabilities of 
the behavioural measures. This was particularly true for 
handicap families, where the mothers were understandably 
reluctant to allow even a single observer into their homes.
Although it would have been possible for other 
sibling interactions to have been observed and separately 
scored by the observer and a second independent rater, it 
would have taken several months for the second rater to 
attain the observer’s level of proficiency in recording 
behaviours on the Epson. As such a long term commitment was 
not feasible, inter-rater reliablity for the behavioural 
measures was not established.
However, the test-retest reliability of the measures 
was examined. As this is the most stringent form of reliabi­
lity testing, depending both on the accuracy of measurement 
and the stability of behaviour over time it, to some extent, 
compensated for the lack of intra-observer reliability which 
would necessarily have been based on the considerably dif­
ferent procedure of scoring video-taped sessions.
In eighteen dyads, nine from the handicap and nine 
from the control groups, a repeat observation was carried 
out six to eight weeks after the initial one. The sibling 
dyads who were retested were selected somewhat fortuitously
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as the observer was not always present in Athens or free to 
retest the dyads within the six to eight week time limit. As 
a result, 8 of the 9 handicap dyads were from groups 3 and 4 
(where the handicapped child was the elder of the two 
children) and one was from group 2, while for control dyads, 
five pairs were from groups 1 and 2 and four from groups 3 
and 4. None of the families who were approached refused the 
repeat observation.
Pearson Product Moment Correlations of the two sets 
of behavioural observations are presented in Appendix D. As 
several of the behaviours were very rarely observed, it was 
decided to focus mainly on behaviours with a frequency of at 
least 36 at either of the two sessions, i.e. those with a 
mean occurence of 2 for each of the subjects.
Behaviours directed by the target children towards 
their siblings were generally quite stable over time with 
correlations of 0.48 to 0.97 (all beyond the 0.05 level, see 
Table D.l). Directive and controlling behaviours generally 
displayed higher correlations over time (e.g. Directs= 0.92, 
Explains= 0.69, Demonstrates= 0.97, lnterferes= 0.61, 
Prohibits= 0.90) than the more social behaviours (e.g. 
Looks= 0.49, Talks= 0.58, Suggests= 0.56, Assists= 0.63), 
indicating that the ability to direct was a more enduring 
trait, whereas prosocial interaction was more situationally 
determined. This may well be due to the fact that the 
majority of the target children (12 of the 18) were older 
than their siblings and therefore consistently played a more 
dominant role in the interaction.
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Compliance with sibling directives was stable over 
time (r= 0.78) as was the less frequently observed tendency 
to seek and to accept assistance. Target children tended to 
seek adult attention more frequently than they sought sib­
ling attention and bids for adult attention were stable over 
time (r= 0.79), while compliance with adult directives
showed more moderate correlations (r= 0.51, p< 0.0$). Other 
adult-directed behaviours were either variable (e.g. Talks= 
0.30) or very infrequent. Whining was a frequently scored 
and stable attention-seeking device among target children 
(r=0.88). Self-talk and self-criticism were also consistent 
over time (r= 0.67 and 0.83, p <0.001), while self-praise 
was rare but approached significance (r= 0.44, p^O.tO).
Object-related behaviours were generally less stable 
over time, except for the tendency in some children to just 
look at or fiddle aimlessly with the toys (r= 0.52 and
0.74) and for their willingness to share toys with their 
siblings (r= 0.55). Although the number of times that target 
children ceased their activity and then took it up again 
varied over the two sessions, the overall time spent on-task 
was consistent over time (r= 0.79).
Aggressive and critical behaviours were generally 
rare, with the exception of criticism of siblings which was 
quite frequent and approached significance. Disruptive and 
resistant behaviours showed no consistency over time and 
were usually rare, though some occured quite frequently 
(e.g. Ignores, Grabs Object). Finally, mobility by target 
children was rare but stable over time.
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Among siblings, directive and prosocial behaviours 
were generally less consistent over time, with correlations 
ranging from 0.32 to 0.91 (see Table D.2). This may have 
been due to their less clear-cut role as mainly younger 
siblings, for the distinction between directive and pro­
social behaviours, so prominent among target children, was 
not duplicated among siblings (e.g. Inhibits= 0.66, Directs= 
0.54, Demonstrates= 0.41, Explains= 0.32 versus Suggests=
0.79, Looks= 0.68, Talks= 0.44).
Compliance with directives from the target sibling 
was more stable over time (r= 0.86) than compliance with 
adult directives (r= 0.46), as was the case among target 
children. Siblings, like target children, more frequently 
sought adult attention rather than seeking attention from 
their target siblings. However, sibling bids for adult 
attention, unlike those of target children, were not stable 
over time (r= 0.35), possibly because some of them had an 
effective older target sibling to turn to, a hypothesis 
which is suggested by the fact that bids for target sibling 
attention showed consistency over time (r= 0.64, p < 0.001).
As with target children, adult-directed behaviours by 
the siblings were generally rare, with the exception of 
Sib Talks Adult which was consistent over time (r= 0.77).
Self-talk was stable for siblings (r= 0.76), but self-
evaluation was infrequent and unreliable.
Object-related behaviours among siblings were found 
to be unreliable over time with the exception of looking at 
and fiddling with objects (r= 0.60 and 0.50, respectively,
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p < 0.05). Also the number of times a task was taken up and 
discontinued was not stable over time, but the overall time 
spent on the tasks was consistent (r= 0.58, p^O.Ol). The 
findings were similar to those for target children excepting 
for the sharing of toys which was unstable among siblings 
(r= 0.11), possibly because there were fewer expectations
for sharing from the predominantly younger siblings.
Mobility among siblings was infrequent but generally 
consistent over time. Disruptive and resistant behaviours 
were generally too infrequent to be important as were 
aggressive and critical behaviours. However, verbal 
aggression among siblings was both more frequent than among 
target children and more consistent over time (r= 0.65).
Conversely, whining was less frequent among siblings and 
showed no stability over time (r= 0.11).
Adult assistance towards the children was consistent 
over the two sessions, particularly with respect to the 
target children (r= 0.92 versus r= 0.58 for siblings). This 
was to be expected due to the enduring need for assistance 
of the handicapped target child, whereas all the normal 
children were likely to require more random assistance.
Adult directive and facilitative behaviours, on the 
other hand, displayed variable stability over time and in 
many cases were too infrequent to be important. Explanations 
were consistent (r= 0.63) as were the infrequently observed 
demonstrations and prohibitions and giving objects to the 
children. However, suggestions and directions towards both 
children were not stable over time (r values between 0.07
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and 0.35), tending to be situationally determined. 
Adult conversations with their children were moderately 
correlated over the two periods, but adult evaluation (both 
praise and criticism) of the children was only consistent 
for siblings and not for target children.
Summary of reliability findings
Overall, behaviours directed by the children towards 
their siblings had adequate reliabilities, indicating that 
the dyads had developed a pattern of interacting with one 
another which was relatively stable in the short term.
Adult-directed behaviours were generally less 
reliable. They also tended to be infrequent, with the 
exception of bids for adult attention which were higher than 
bids for sibling attention. Attempts to gain adult attention 
were more consistent among target children, whereas bids for 
the target child's attention were more consistent among 
siblings, a finding which may be due to the fact that most 
target children were older than their siblings and were thus 
both more likely to be appealed to by their siblings and 
less likely to appeal to their younger siblings for 
assistance or for acknowledgement of their efforts.
Object-related behaviours displayed low reliabili­
ties, generally appearing to be situationally determined 
with the exception of tendencies to merely look at or handle 
toys aimlessly which appeared to be a stable characteristic 
of some of the children. The amount of time that was spent
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actively engaged in on-task behaviours was consistent over 
time for both target children and their siblings, though the 
actual number of times that the children took up or stopped 
appropriate play with the materials tended to vary.
Self-talk was a frequently observed and very stable 
behaviour for both target children and siblings. Moving 
around the play area, whether in order to fetch a fallen 
object or just for the sake of movement, was rare but stable 
over time. Aggressive and disruptive behaviours were 
generally infrequent and inconsistent, with the exception of 
verbal abuse among siblings. Whining was frequently and 
consistently observed among target children.
Adults were generally consistent in the physical 
assistance given to their children, particularly their 
handicapped children. However, verbal directive and facili- 
tative behaviours were more variable over time.
The examination of the reliability data indicates that 
many of the recorded behaviours presented either very low 
frequencies of occurrence or retest reliabilities below .70, 
which is the level generally considered to be satisfactory. 
It would, therefore, probably have been advisable to have 
excluded such behaviours from subsequent analyses. For 
instance, in the principle components analysis inclusion of 
relatively rare and/or unreliable behaviours could have 
generated "noise1 which attenuated the power and specificity 
of the factors generated by the analysis.
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IX. R E S U L T S  A N D  D I S C U S S I O N
A. DATA FROM MATERNAL INTERVIEWS
Data from the maternal interviews are divided into 
three sections comprising, respectively: data relevant to
handicap families alone, data common to both handicap and 
control families, and data obtained only from control 
mothers. Results are generally presented on an item by item 
basis but, where feasible, similar items have been pooled 
together to give a more concise overall picture.
Additionally, several cumulative indices have been 
computed by recoding maternal responses to relevant items 
into binary format (1 when the response was positive and 0 
when it was negative) and summing across items. See Appendix
E.2 for a list of all indices and of the specific items 
which are included in each index.
The introduction of control children into the design, 
also made it necessary to specify the terms to be used to 
define the subject subsets. The terms Target-Hand and Sib- 
Hand, which have been used for the cerebral palsied child 
and for the normal sibling who was observed interacting with 
him, were retained. Control children matched with the 
handicapped children were termed Target-Norm, while control 
siblings were called Sibs-Norm. The handicapped subjects 
and their controls were collectively called target children 
and the Sibs-Hand and Sibs-Norm were termed siblings.
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1. Families with a cerebral palsied child
Comparisons within handicap families were necessarily 
relative in nature, as measures were not absolute but 
reflected the degree of disability, dependency, isolation, 
etc. present in each family relative to the rest. Cutoff 
scores between low/mild, moderate and high/severe were 
selected to correspond with the lower, intermediate and 
upper third of the full range of scores obtained for each 
variable.
a) Severity of handicap
Approximately 40% of the cerebral palsied children 
could walk virtually independently (Table F.2, Appendix F). 
A further 30% could get about in their homes with the help 
of aids such as walkers, or if they were given physical 
support. For many children who could not walk without strong 
physical assistance (40.8% of the sample), some mobility was 
possible through other means such as crawling, creeping, 
rolling, etc. and only 12.5% of the total sample was wholly 
immobile. Almost all the children (94%) had achieved head 
control and 70% could remain seated without having to be 
placed in special seats.
Motor handicap scores were generally equally distri­
buted within the four groups as were additional handicaps 
(Tables E.3.2. and E.3.3, Appendix E.3). Within the total 
sample, 5 children (7.8%) had no handicaps additional to the 
motor disability, 31% had one additional handicap, 23% had 
two, 20% had three, while 17% had four or more. With regard
177
to the overall handicap index (Table E.3.4, Appendix E.3), 
there was a slight tendency for children in Groups 1 and 2 
to be more severely disabled and for children in Group 3 to 
be predominantly mildly handicapped.
b) Paternal Involvement in Caretaking
The extent of paternal involvement in caretaking 
duties was generally closely parallel to the degree of 
dependency exhibited by the disabled child (Tables E.3.5. 
and E.3.6, Appendix E.3). Most fathers (39%) displayed mode­
rate levels of involvement, 25% were highly involved and 
only 3 fathers were reported as being totally uninvolved in 
caring for the disabled child. Mothers in all four groups 
tended to describe their husbands as moderately supportive 
and were generally moderately satisfied with the amount and 
quality of assistance provided (Tables E.3.7 and E.3.8).
It should be noted that mothers in handicap families 
depended highly on their husbands for both practical help 
and emotional support. Approximately one third relied solely 
on their husbands, while a further third relied predomi­
nantly on their husbands but also had ancillary sources of 
assistance. Almost 19% reported relying more on relatives 
and friends than on their spouses and 12.5% stated that they 
could depend only on themselves. Two mothers reported that 
their main source of help was the normal sibling (Table F.3, 
Appendix F).
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c) Family Outings and Social Contacts
Family outings with the disabled child were generally 
only possible if the family had a car. Fifty families 
possessed a car of their own, while the remaining 14 (22%)
were largely confined to their homes or to the immediate 
neighbourhood (Table F.2, Appendix F).
Quite apart from transportation difficulties, how­
ever, families with a disabled child also had to deal with 
the problem of people staring at or making comments about
the child. Seventy-two percent of mothers reported such
problems, with the situation tending to become worse as the 
child became older and the incongruity of his being carried 
or pushed about in a pram became more pronounced (Table F.4, 
Appendix F).
Many mothers (37.5%) reported trying to explain what 
was wrong with their child in an effort to make the general 
public more aware of cerebral palsy and more accepting of 
the disabled, but for most it was a source of tremendous 
stress, while some (20%) went so far as to avoid going out 
with the child unless it was strictly necessary. Mothers of 
older children were less likely to offer explanations than 
were mothers of younger children (Table F.5, Appendix F).
Either because they were more frequently assailed with
questions, or because they had become disillusioned and no 
longer believed that their explanations had any effect, they 
were more liable to ignore the stares and comments and to 
pretend that they hadn’t noticed them.
179
In each of the four groups, half the mothers reported 
that it had taken their friends time to overcome their 
initial unease and to act naturally in the presence of 
handicap. Slightly over 20%, half of them mothers of the 
very young children, reported no such problems with friends. 
However, almost one third stated that they no longer had 
contact with friends, either because their friends avoided 
them, or because the mothers became distressed by the impli­
cit comparisons with their friends' children, which exposed 
their child's weaknesses both to others and to the mothers 
themselves (Table F.6, Appendix F). Overall, friends were 
rarely found to be highly supportive, with 55% of mothers 
stating that they received little support and 39% reporting 
moderate supportiveness (Table E.3.9, Appendix E.3).
As far as relatives were concerned, 31% offered no 
support because they lived too far away (in the provinces 
from which the family members originated) , while 11% were 
seen by the mothers as being discomfited by handicap. A 
further 22% of mothers reported receiving some assistance, 
while 36% received considerable help (Table F.7, Appendix 
F). Mothers reported that they depended highly on the 
support of their relatives (usually the maternal grand­
mother) in 16% of the cases, while 41% reported moderate and 
38% low levels of dependence on the support of relatives 
(Table E.3.10, Appendix E.3). There was a tendency for 
supportiveness to be highest in families with the youngest 
children whereas, over time, and as the initial shock wore 
off and handling the handicap became more routine, support 
from relatives tended to decline.
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Mothers generally tended to report considerable 
family isolation due to the child's handicap (Tables E.3.11. 
to E.3.15, Appendix E.3). The disabled child himself was 
less likely to be seen as highly isolated (11% of cases, 
mainly older children) than were his normal siblings (25% of 
cases), possibly because isolation was more "unnatural" for 
the normal siblings, whereas it was seen as inevitable for 
the disabled child. Mothers saw the parental dyad as being 
highly isolated in 27% of the cases, while the family as a 
whole was seen to be highly cut off from social interaction 
in 17% of the families. Approximately 50 to 60% of mothers 
reported moderate levels of isolation from social contact 
for the disabled child, the normal sibling/s, the parents 
themselves and the family as a whole.
As had been noted in previous studies, very few 
mothers reported seeking contact with other parents of dis­
abled children (Table F.8, Appendix F). Nine percent (mainly 
mothers of the oldest children) reported deliberately 
avoiding such contacts as they found the inevitable discus­
sions of handicap distressing. Sixteen percent of mothers, 
however, reported seeking out parents of disabled children 
as they were "the only ones who understood". The majority of 
mothers either stated that they had no time (64%) or that 
contacts with parents of disabled children were very infre­
quent (11%). Similarly, very few parents were active members 
of some society for the handicapped (19%). Twenty percent 
were inactive members, while 61% were totally uninvolved 
(Table F.9, Appendix F).
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d) Information Management
The "web of silence", spoken of by Turk (1964) with 
regard to information given to the disabled child and his 
siblings, was very much in evidence in the present study. 
Only 19% of mothers reported having discussed his condition 
fully and openly with their disabled child and these were 
mainly mothers of the eldest children. Similarly, only 22% 
had discussed the situation openly with the normal siblings. 
Several mothers stated that their children were too young to 
understand. In the case of siblings such responses were 
confined to Groups 3 and 4 which had the youngest siblings. 
However, in the case of the disabled children, only four of 
those considered too young to understand were under 6, three 
were aged 6-9 and two were over 10 years old. In a further 
four cases, all with children above 6, the issue of handicap 
was never mentioned (see Tables F.10 and F.ll, Appendix F).
For as long as possible, the majority of parents 
tried to satisfy their children with half-truths (45% in the 
case of the Child-H and 58% for siblings), often using the
convenient excuse of premature birth to account for the
child’s incomplete motor development and stressing the 
importance of physical therapy in correcting the problem. 
Another explanation, given most frequently to the younger 
children, was that the disabled child was too young to walk
or that he had been hurt in some accident, with the implica­
tion that this was a temporary problem which would be 
remedied in time.
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Slightly less than half the mothers reported talking 
openly to their husbands about the handicap , while the re­
maining 52% reported avoiding the subject if at all possible 
because they found it too distressing. Most of them (45%) 
reported making plans for the disabled child’s future, which 
mainly took the form of trying to ensure that the child 
would have a home of his own and a steady source of income. 
Thirty-six percent, mainly parents of younger children, 
stated that they made no plans because they were as yet 
unwilling to consider that their child might not be indepen­
dent and wished to wait for future developments. Finally, 
19% stated that they were worried by the lack of progress 
but that they had not yet given up hope of improvement and 
that they therefore made no future plans (see Tables F.12 
and F .13, Appendix F).
Twenty percent of the mothers reported that they did 
not expect their normal children to assume responsibility 
for the disabled child in the future and that they consi­
dered it to be their own responsibility to provide for him. 
A further 19% of mothers, mainly in the younger groups, had 
not given the matter any thought. The remaining 61% either 
expected the normal children to take on the responsibility 
or only expressed the hope that they would do so, but only 
19% of mothers had actually discussed the issue with their 
normal offspring (Table F.14, Appendix F).
e) Impact of Handicap on Family Members
The majority of mothers (56%) reported that the motor 
handicap, with its resulting constraints on mobility, was
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the aspect of handicap which was hardest for their child to 
bear (Table F.15, Appendix F). Sixteen percent stated that 
problems in communication were their child’s severest trial, 
while 11% of disabled children were more concerned about 
their appearance which elicited comments wherever they went. 
A further 11%, mainly younger children, appeared unconcerned 
by their disabilities, while a small percentage of C.P. 
children mainly resented physical therapy. Almost half the 
mothers (47%) felt that their handicapped children were 
coping well despite their disabilities, while a further 16% 
reported that their child was distressed by his condition 
but fighting to improve it (Table F.16, Appendix F). Almost 
a third of the mothers saw their Child-H as distressingly 
acceptant of his disability, reporting the child to have 
given up or else to be wasting his energy on hiding his 
weaknesses, rather than fighting them.
The normal siblings were seen as taking the Child-H's 
disability in their stride in a third of the families, while 
a further 17% reportedly saw the disability as a temporary 
problem or as a problem to be faced by the family as a unit. 
However, 20% of the mothers felt that their normal children 
(mainly elder siblings) were deeply distressed by the dis­
abled child's condition and that a further 12.5%, again 
mainly elder siblings, missed the companionship that they 
had expected from a sibling. Sixteen percent of the sample 
were reported to be too young to realise that there was 
anything wrong with Child-H (Table F.17, Appendix F).
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One of the main problems faced by the normal siblings
was that of special allowances being made for the disabled
child. Half the mothers, overwhelmingly mothers whose 
disabled child was the younger of the two children, stated 
that they made such allowances and that they expected the
elder siblings to understand that these were necessary
(Table F .18, Appendix F). Not surprisingly, mothers in these 
groups were more likely to report sibling resentment (23 
elder siblings versus 11 younger siblings). Forty-seven 
percent of mothers felt that the siblings were not resentful 
of the disabled child, either because he was afforded no 
special treatment, or because they understood the disabled 
child's need for extra care (Table F.19, Appendix F).
Forty-one percent of mothers felt that the normal 
siblings were not jealous of the disabled child. These were 
mainly mothers of older disabled children, indicating either 
that there were fewer differences in maternal treatment of 
older handicapped and younger normal children, or else that 
later-born normal children were less disturbed by high 
levels of maternal involvement with the handicapped child 
because this had been their experience throughout their 
lives. When jealousy was present, the majority of mothers 
(36% of the total sample) attempted to counteract it with 
explanations of why fewer demands were made on the disabled 
child. Only 24% of the sample reported trying to give the 
normal sibling more attention and encouraging him to develop 
outside interests to compensate for the relative paucity of 
interesting activities within the home and to relieve him of 
the constant strain (Table F.20, Appendix F).
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Over half the mothers felt that the disabled child 
had had a negative effect on the normal siblings. For elder 
siblings the main difficulty seemed to be the lack of a 
playmate, whereas for younger siblings the main problem was 
maternal deprivation (16% and 11% of the total sample, res­
pectively) . Few siblings were reported as being angry and 
rejecting of the disabled child (8%), while others were seen 
as being distressed or withdrawn, but loving (17%). Twenty- 
seven percent of mothers reported no negative effects and 
felt that their normal children (mainly later-born) loved 
and accepted the disabled child as he was, while 22% stres­
sed that the normal siblings had gained in maturity and had 
become more competent as a direct result of having a dis­
abled sibling (see Table F.21, Appendix F).
The normal sibling was seen as having had a positive 
effect on the disabled child by 69% of the mothers. For most 
C.P. children, and particularly the younger ones, the normal 
siblings were the main source of companionship (20%), or of 
companionship and surrogate caretaking (23%). A further 25% 
of mothers felt that their normal children had greatly 
enhanced the development of the disabled child and had given 
him "new life”. Twenty-two percent of mothers felt the 
impact of the normal sibling to be neutral, largely in 
groups where the normal sibling was younger than the handi­
capped child. Only 9% of mothers reported negative effects, 
with three mothers stating that their Child-H was intensely 
jealous of his normal sibling, and another three reporting 
that their normal child was so angry and rejecting that he 
was avoided by Child-H (see Table F.22, Appendix F).
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The aspects of handicap which the majority of mothers 
found most difficult to cope with were the extreme depen­
dency of the disabled child and the irreversible nature of 
the handicap (31% and 25% of the sample, respectively). The 
motor handicap itself was considered difficult to come to 
terms with by 27% of the mothers, while 17% rated problems 
in communication and the other disabilities associated with 
cerebral palsy to be the most difficult for them to bear 
(Table F.23, Appendix F).
Forty-five percent of the mothers reported that their 
child’s handicap caused them severe emotional strain, while 
a further 34% reported physical tiredness in addition to 
emotional stress. The remaining 20% mentioned the practical 
difficulties of caring for a disabed child and the child’s 
extreme dependency as the major problems they faced (Table
F.24, Appendix F). The overwhelming majority of mothers were 
still determined to encourage greater independence and self- 
sufficiency in their disabled children and were hopeful of 
at least some further progress (77% of the sample). However, 
23% had given up hope and reported feeling only anxiety and 
fear for the future (Table F.25, Appendix F).
As far as their husbands were concerned, mothers were 
more pessimistic (Table F.26, Appendix F). Six percent 
reported the fathers to be indifferent, while only 11% felt 
the fathers to be concerned about the practical difficulties 
created by the physical or other handicaps. The remaining 
mothers felt that their husbands had been hit very hard by 
the disability. Most fathers were seen as concerned because
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their child would stand apart and not be like other children 
(30%), many were reported to have taken the fact that it had 
happened to their child as a negative reflection on their 
manhood (19%), while others were felt to be experiencing 
intense anxiety for their child's future (19%), or feelings 
of shame and isolation (16%).
Thirty-six percent of fathers, as compared with 77% 
of the mothers, were seen as actively encouraging their 
children to become more independent. A further 38% were said 
to be more concerned with covering up the child's weaknesses 
by, for instance, taking him out in the car or carrying him 
so that his handicaps would not be readily apparent. For 20% 
of the fathers, their child's handicap was an unmitigated 
disaster or, to use the words of one of the mothers, "the 
handicap is the earthquake that has devastated his home". 
Four fathers (6%) were reported as being uninvolved and 
indifferent (Table F.27, Appendix F).
The differences between paternal and maternal atti­
tudes to handicap were striking and it is not clear whether 
fathers were in fact more distressed by their child's handi­
cap, or whether the mothers felt freer to express negative 
attitudes on behalf of their husbands, while responding in 
more socially acceptable ways on their own account. It is 
also possible that mothers, who have to bear the brunt of 
the daily struggle, cannot afford to give way to despair or 
to waste much time in attempting to disguise their child's 
problems and therefore necessarily face up to them, while 
suspending their negative feelings.
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However, mothers did not deny their negative emotions 
for, when asked how the experience of having a disabled 
child had changed them as individuals, 38% responded that 
they had become depressed and isolated. Eight percent felt 
that they had had to become harder but that they had also 
gained in assertiveness, while 14% stated that the expe­
rience had hurt them but had served to make them stronger. 
Finally, 38% felt that they had gained in maturity and in 
sensitivity towards others (Table F.31, Appendix F).
Almost 40% of mothers reported that their marriage 
had deteriorated due to the child's handicap. Sixteen 
percent felt the impact of handicap to have been both 
positive and negative, in that it had brought the couple 
closer together but had also caused them great distress. 
Fourteen percent stated that their marriage had benefited as 
the husband had become very close to the family, while 31% 
said that the handicap had made no difference (Table F.28, 
Appendix F).
When asked about the effect that each of the children 
had had on the family as a whole, 77% of mothers responded 
that the disabled child had had a negative effect, while 8% 
responded that the child had brought both joy and pain, 6% 
stressed the closeness of the family unit due to the 
disabled child and 9% reported no particular impact. Conver­
sely, the normal child was seen as a source of joy and as 
the instigator of a more balanced family life by 72% of the 
mothers. Only 9% were reported as having had a negative 
impact on the family, either because they were difficult
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children, or because they had caused the Child-H to be neg­
lected. Thirteen percent of mothers reported that the normal 
child had had no special effect, while for 4 mothers (all in 
Group 3) the most important issue surrounding the later-born 
sibling had been whether or not he would be born healthy 
(Tables F .29 and F.30, Appendix F).
Finally, when asked what advice they would give to 
other parents of disabled children, fully half the mothers 
stressed that the parents could not depend on others but
should make determined efforts to obtain information and 
early treatment for their children. For 12.5% the crucial 
issue was integrating the child into the community and not 
keeping him hidden at home, while 11% stressed the
importance of parents not allowing the disablity to swamp 
their lives and taking some time out for themselves. Nine­
teen percent felt that parents could only wait and hope and 
a final 8% felt the issue to be too personal for any kind of 
universal advice to be of any use.
2. Comparisons of handicap and control families
The handicap and control families were well matched 
for age of the siblings and family size as also for family 
variables such as SES, paternal absence from home, parental
age and educational level and proximity to the extended
family (see section VI.2.1. Description of Sample). This 
meant that the existence or absence of a handicapped child 
in the family represented the major difference between the 
two groups.
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Table 8. Comparison of total BSQ and Rutter scores for
children in handicap and control families.
V A R I A B L E S
MEAN
HANDICAP
MEAN
CONTROLS
T
VALUE D.F.
P
1-TAIL
Total BSQ score:
Target Children 10.219 8.625 1.85 126 0.034*
Siblings 9.059 9.474 ■-0.27 34 0.394
Total Rutter score:
Target Children 11.458 9.192 2.54 93 0.007**
Siblings 11.702 8.511 3.00 90 0.002**
a) BSQ and Rutter Scores
The Behavioural Screening Questionnaire was incorpo­
rated into the maternal interview and was thus scored for 
all target children. BSQ ratings were also obtained for all 
siblings who were under 6 years of age, while Rutter ratings 
were obtained for all children 6 years old or older.
There were no significant differences between handi­
cap and control families in the total scores assigned to 
siblings on the BSQ (see Table 8) but, as expected, the 
disabled children tended to have higher BSQ scores than 
their matched controls due their limited self-sufficiency 
(Target-Hand mean= 10.22, Target-Norm mean= 8.6 3, t=1.85,
p(1-tail)=0.03).
There were no significant differences on BSQ item 
scores for siblings in either handicap or control groups 
(see Table G.1.1, Appendix G.l), whereas target children 
differed significantly on several of the items, with handi­
capped target children tending to be more dependent and 
fearful, to have poorer concentration and to have more 
problems with continence than normal target children, while
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Target-Norm were more likely to quarrel with their siblings 
(Table 6.1.2, Appendix G.l). Quarreling with peers was not 
significantly different for target children, but there was a 
pronounced difference in the numbers of subjects who had no 
opportunities to play with friends, with 15 C.P. children as 
compared with only one control child having no contact with 
playmates outside the school setting (see Table G.l.4,
Appendix G.l).
BSQ scores at or above the cutoff point of 11 were 
equivalent for siblings, with 35% of Sibs-Hand and 37% of 
Sibs-Norm having BSQ total scores above the cutoff. For 
target children, the percentages were 41% versus 28%, a 
difference which was not significant (see Table G.l.3).
Total Rutter scores were significantly different for
both target children and siblings, with children in the
handicap groups obtaining higher scores than their normal 
controls. The mean score for Target-Hand children rated on 
the Rutter was 11.46 compared with a mean of 9.19 for
Target-Normals (t=2.54, p(l-tail)= 0.007; Table 8). The mean 
Rutter scores for Sibs-Hand were 11.70 versus 8.51 for Sibs- 
Normal (t=3.00, p(1-tail)= 0.002; Table 8).
Rutter scores at or above the cutoff point of 13 were
assigned to 38% of Target-Hand and to 23% of Target-Norm.
The difference was not significant (Chi square=1.61, p=0.205 
Table G.l.5, Appendix G.l) and some part at least of the
heightened score could be expected, due to problems in
speech, in attention span and in bladder and bowel control 
which were present in the handicap group. Cerebral palsied
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children were also more likely to be solitary, whereas their 
controls were significantly more likely to lie and to bite 
their nails (see Table G.l.7, Appendix G.l).
Rutter scores above the cutoff point were signi­
ficantly more frequent among Sibs-Hand (40% as compared to 
18% for Sibs-Norm; Chi square= 4.647, p= 0.03; Table G.1.5, 
Appendix G.l). On the Rutter items, fidgeting was more 
frequently scored for Sibs-Hand (66% versus 31%, Chi square= 
9.82, p= 0.002; Table G.l.6, Appendix G.l).
Overall, mothers in handicap families gave Rutter 
scores above the cutoff to approximately 40% of their 
children, compared to around 20% in control families. Though 
somewhat heightened scores could be expected in cerebral 
palsied children, the difference among siblings in handicap 
and control families points to increased disturbance in the 
healthy siblings of C.P. children who are six years old or 
above, but not in the under sixes. This could either be 
because younger children are as yet relatively unaware of 
the situation and less likely, due to their youth, to be 
burdened by it, or because the Rutter items are more 
sensitive than the BSQ in picking up differences.
The apparent inconsistency of these findings with the 
literature which reports increasing psycho-social adjustment 
in older siblings v&sprobably due to the age of the subjects. 
The Graliker et al study (1962) was based on 13 to 18 year 
old siblings, while that by Grossman (1972) involved college 
students. The Ferrari study (1984) was based on 8 to 12 year 
olds, so that the older siblings in the present study (mean
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age 8.79 years) corresponded closely to the younger subjects 
in Ferrari's sample who showed more pronounced maladjustment
The age of the sample could also account for the high 
percentage of siblings presenting Rutter scores above the 
cutoff. Gath's studies, for instance, found 18 to 20% of 
siblings of Down's children to be above the Rutter cutoff 
score (Gath, 1973; Gath and Gumley, 1987), but their samples 
ranged in age from 5 to 19, with a mean of 11 years.
b) Sibling activities
The maternal interviews indicated that there were no 
differences in the target children's understanding of and 
interest in ongoing activities or in the children's overall 
activity levels in handicap and control groups. There were 
also no differences in the length of time C.P. children 
could be left on their own while their mothers were other­
wise engaged about the house, or in the amount of time that
they would remain occupied with an activity they enjoyed
(see Table G.2.1, Appendix G.2).
Cerebral palsied children were generally more likely 
to engage in sedentary activities such as reading books or 
watching television and less likely to paint and draw than
were their controls, but these differences were not
significant and both groups were equally likely to play with 
toys. However C.P. children were significantly less likely 
to play outdoors (28% as compared to 78% for Target-Norm) 
and they also engaged in fewer leisure activities overall 
than did normal target children (see Table 9).
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Table 9. Activities engaged in by target children in
handicap and control families.
HANDICAP CONTROL CHI P
V A R I A B L E S Y% N% Y% N% SQUARE 2-TAIL
Reads books, comics 42 58 27 73 2.805 0.094
Drawing, painting 39 61 52 48 1.545 0.214
Plays with toys 63 38 69 31 0.312 0.577
Educational toys 9 91 16 84 0.643 0.423
Child does chores 14 86 8 92 0.722 0.396
Child watches T.V. 66 34 48 52 3.188 0.074
Self-stimulation 5 95 0 100 1.365 0.243
Child watches at window 6 94 0 100 2.323 0.127
Child plays outdoors 28 72 78 22 30.149 0.000***
MEAN MEAN T P
V A R I A B L E  HANDICAP CONTROLS VALUE D.F. 2-TAIL
No. of activities 2.719 2.969 ■3.86 79.07 0.000***
Only nine C.P. children (14%) were totally confined 
to their pram or chair, but the majority were housebound 
when they weren’t at school (64%), though they were not 
actually confined to their rooms. Normal target children 
were more likely to remain in their own rooms than were C.P. 
children (28% versus 14%), though over half were free to use 
all the rooms in the home and 19% spent most of their time 
outdoors (Chi square=15.54, p=0.001; Table G.2.2, App. G.2).
Sibings were generally unlikely to take target 
children outdoors with them, though this was more pronounced 
in control families. In the handicap families, 74% of the 
Sibs-Hand never took their C.P. siblings outdoors while 9% 
did so only rarely, compared with 89% and 3% in control 
families (see Table G.2.3, Appendix G.2). In most cases, 
Sibs-Norm never took their target siblings out with them 
because they were capable of going out on their own (N=39,
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or 68% of those never taken out). By contrast, only 8 C.P. 
children were able to go out on their own (17% of those 
never taken out by their siblings). Thirteen C.P. children 
(28%) were too severely handicapped to be taken out by their 
siblings and in 10 cases (as opposed to 5 in the control 
group) the normal child was considered too young to be able 
to handle the greater responsibility presented by a disabled 
brother or sister. Sibs-Hand were also more likely to be 
unwilling to include their disabled siblings in their out­
door activities than were Sibs-Norm, 13% versus 5% of 
siblings who never took the target children out (Chi square= 
32.79, p < 0.001; Table G.2.4, Appendix G.2).
Home visits by friends were generally very restric­
ted in all families, particularly during term time. There 
were no differences in the frequency of visits by peers to 
children in both handicap and control families as also in 
the frequency of sibling visits to friends (Table G.2.5, 
Appendix G.2). However C.P. children were significantly 
less likely to visit their peers than were normal controls 
(Kol-Smir z=l.414, p=0.04), largely due to transportation
problems and the amount of time taken up by physiotherapy, 
though in 8 cases (13% of the sample) mothers reported that 
the child was not well-accepted by normal peers and found 
visits to them distressing as he could not join in their 
play. This problem was even more acute when it came to peers 
visiting the disabled child at home, with 16 mothers (25%) 
stating either that peers were reluctant to visit or that 
the C.P. child was so upset by his inability to participate 
that friends were no longer invited (Tables G.2.6 and G.2.7)
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Table 10. Percentage of friends who visit siblings at home 
who talk to the target child and include him in 
their play activities.
HANDICAP CONTROLS 
VARIABLES YES% NO% YES% NO%
CHI
SQUARE
P
(2-TAIL)
Talk to Child 86 14 49 51 
Play with Child 69 31 47 53
15.088
4.144
0.000*** 
0.042*
NOTE: - The number of siblings visited by friends was 51 in 
the handicap group and 57 in the control group.
- Chi square reported after Yates' correction.
Overall, approximately 30 to 40 percent of all normal 
children visited or were visited by peers. An additional 30 
to 40 percent of all control children spent some part of 
their day playing with peers outside the home, a solution 
which was significantly less likely to occur in handicap 
families. While this could be expected for the disabled 
children, it is probable that their healthy siblings were 
restrained from going out, presumably so that they could 
keep the disabled child company and avoid making him 
jealous. Compared to approximately 30% of control children 
who do not come into contact with friends outside the school 
setting, 64% of C.P. children and 50% of their normal sib­
lings have no contact with their friends (see Tables G.2.6 
to G .2.9, Appendix G.2).
Parents in handicap families were more likely to 
prohibit home visits by friends of Sibs-Hand, either because 
they felt that they were already overburdened or because the 
disabled sibling was upset by such visits (16% versus 8%). 
Two mothers reported that their normal child was too ashamed 
of his disabled sibling to want to bring friends home.
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However, when friends of Sibs-Hand did visit, they 
were significantly more likely to talk to the handicapped 
child (86%) and to include him in their play (69%) than were 
the friends of Sibs-Norm (49% and 47%, respectively, see 
Table 10). Over 40% of control mothers felt that the age gap 
between their children and the differences in their respec­
tive interests made it natural that each child should have 
his own particular friends, whereas only 2 handicap mothers 
(3%) felt that their normal child was justified in leaving 
his disabled sibling out of his activities with his friends 
due to the large age discrepancy or the differing interests 
of the children (Table G.2.10. Appendix G.2). It therefore 
seems probable that Sibs-Hand are constrained to include the 
disabled child in their play, either because they are aware 
that he has no independent sources of companionship or due 
to parental pressures.
Overall isolation indices computed for all children, 
(Table E.3.1, Appendix E.3) indicated that children in 
handicap families were significantly more isolated than 
their controls (t= 1.72, p(1-tail)= 0.044), having fewer 
contacts with peers and participating in fewer leisure 
activities and outings. Disabled children were, as expected, 
more likely to be isolated than their controls (t= 1.88,
p(1-tail)= 0.032), though their greater contact with friends 
of their Sibs-Hand as compared to controls served to 
attenuate the discrepancy between the two groups. However, 
the discrepancy was very pronounced among siblings, 
with Sibs-Hand experiencing significantly greater social 
constriction than Sibs-Norm (t=2.95, p(l-tail)= 0.002).
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c) Caretaking needs
The burden of caretaking falling on the mother of the 
cerebral palsied child was, of course, much more extensive 
than that faced by control mothers. C.P. children were more 
likely to require assistance in dressing and undressing, 
washing, eating and going to the toilet (beyond the 0.001 
probability level; Table G.3.1, Appendix G.3). Where there 
were feeding problems, mothers did not differ significantly 
in the ways in which they handled their children, though
control mothers were somewhat more likely to use coercive
methods (such as spanking or shouting) than were mothers in
handicap families (Table G.3.2, Appendix G.3). Incontinence,
though more prevalent among C.P. children (27% versus 6%), 
was similarly handled by both groups of mothers, with half 
in each group using encouragement and the other half 
resorting to coercive methods (Table G.3.3, Appendix G.3).
Sleeping problems were not more frequent among 
disabled youngsters, but they were more likely than were 
controls to sleep in the parents' room (13% versus 2%). In 
most families children shared a room with their siblings 
(64% in handicap families and 88% in control families), but 
C.P. children were more likely than Target-Norm to have a 
room of their own (23% vs 11%; Table G.3.4, Appendix G.3).
The mean overall caretaking index was 20.42 for C.P. 
children and 7.63 for their matched controls, a difference 
which was beyond the 0.001 level of significance (t= 8.65;
Table E.3.1, Appendix E.3).
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Table 11. Reasons why father does not participate in care­
taking in handicap and control families.
V A R I A B L E S
HANDICAP 
N %
CONTROLS 
N %
Not applicable, father assists 12 19 13 20
Father refuses maternal requests 14 22 3 5
Father cannot manage tasks 18 28 - -
Mother has assistance (X family) 3 5 3 5
Mother feels not men's job 3 5 7 11
Father willing, but no time 9 14 10 16
Unnecessary, S-H independent 4 6 22 34
Divorce: Father absent from home — — 2 3
d) Paternal involvement in caretaking
Fathers in handicap families were generally more 
involved in caring for and playing with their children than 
were control fathers, though not all the differences were 
significant (Table G.4.1, Appendix G.4). Fourteen percent of 
fathers with a handicapped child were extensively involved 
in transporting him to and from school and therapy, a burden 
which was not reported in control families. On the other 
hand, control fathers were more likely to help their child 
with homework (20% versus 2%), a responsibility usually 
falling on the mother in handicap families. There was also a 
greater tendency in control families for fathers to include 
their child in their own leisure activities (22% versus 9%; 
see Table G.4.2, Appendix G.4).
Although the majority of fathers in all families were 
willing to participate in caretaking, fathers in handicap 
families were significantly more likely to avoid certain 
caretaking tasks than were control fathers (44% versus 19%, 
chi square= 8.18, p(2-tail)= 0.004). Refusals in both
200
control and handicap families revolved mainly around bodily 
caretaking functions, though this was rather more pronounced 
for fathers of C.P. children (20% versus 11%), probably due 
to the more extensive and complex caretaking needs of the 
disabled child. A further 13% of fathers in handicap 
families refused therapy-related tasks, leaving them to the 
presumably more "expert" mothers and six percent refused to 
take their disabled child out of the home unless the mother 
accompanied them (Table G.4.3. Appendix G.4).
However, only a relatively small percentage of 
fathers actually refuse to participate in caretaking duties 
(22% in handicap families and 5% in control families). Most 
often mothers do not ask their husbands for assistance. In 
control families, mothers felt that such assistance was 
unnecessary either because the child was independent (34%) 
or because they had support from the extended family (5%). 
Sixteen percent of mothers felt that their husbands were not 
unwilling to help but had no time to do so, while a substan­
tial percentage (11%) reported that they considered such 
tasks unsuitable for men (see Table 11).
On the other hand, almost one third of mothers in 
handicap families felt that their husbands were inefficient 
in caring for the disabled child (28%), a response that was 
not given by any control mothers. Mothers of C.P. children 
were equally likely to controls to have assistance from the 
extended family (5%) and to excuse their husbands from 
caretaking duties due to lack of time (14%), but they were 
less likely than control mothers (5% as opposed to 11%) to 
state that such tasks were not appropriate for men, feeling
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that their situation made atypical demands and therefore 
necessitated unusual measures.
Mothers in both groups overwhelmingly saw family 
roles as being determined by the situation (67% in handicap 
and 50% in control families), i.e. by financial necessity 
and the caretaking needs of the children. Mothers in the
handicap group were least likely to see themselves as
playing a decisive role in establishing family roles (5% 
compared to 9% of controls). Fathers were seen as more
dominant in the handicap families (13% versus 5%) and
mothers in handicap families were also less likely to report 
that family roles were assigned after discussion between the 
parents than were control mothers (16% versus 36%, respec­
tively; Table G.4.4, Appendix G.4).
Possibly as a result of their feelings of having had 
their particularly difficult role thrust upon them, mothers 
in handicap families were significantly more likely than 
control mothers to report themselves dissatisfied with their 
role within the family (64% in handicap and 36% in control 
families, Chi square= 9.03, p= 0.003).
One third of the handicap group mothers, compared 
with 21% of control mothers, wanted more help from their 
husbands in dealing with the children. Most of them accepted 
that the father would not help with bodily caretaking, but 
expressed the wish that he would at least play with the 
children and help them with their homework. Four mothers of 
C.P. children felt that responsibility for the child's 
treatment fell entirely on them and wanted their husbands to
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take part not only in implementing the therapy, but also in 
deciding what kinds of treatment should be provided. Two 
more complaints unique to the handicap group mothers invol­
ved excessive intervention by relatives in family matters 
and a need for more help With household tasks. Other changes 
wanted by mothers were: some free time for themselves (5%
and 3% of handicap and control families), to stop working 
outside the home (8% and 6%) or, conversely, to be able to 
go out to work (5% and 6%; Table G.4.6, Appendix G.4).
One third of mothers in handicap families compared to 
11% of control mothers had actually discussed the changes 
they wanted with their husbands, but their proposals had 
been rejected. Several mothers (17% in handicap and 22% in 
control families) felt that the family's situation precluded 
change and did not discuss the issue with their spouse, 
while 14% of mothers in the handicap group (compared to only 
3% of control mothers) didn't trust their husbands to take 
over the care of the children.
The mean overall index for paternal involvement in 
caretaking was 8.56 in handicap families and 7.11 for 
controls (t=2.01, p=0.05). Paternal supportiveness of the
mother did not differ in handicap and control groups but 
maternal satisfaction with paternal support was signifi­
cantly lower in handicap families (t= 3.26, p= 0.001; Table
E.3.1, Appendix E.3), indicating either that the need for
assistance in handicap families was so acute that increased 
paternal involvement was insufficient to ease the burden on 
the mother, or that the type of assistance provided by the
fathers was not what the mother required.
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e) Disciplinary measures
Cerebral palsied children were significantly more 
likely to be rewarded than were normal target children (63% 
versus 42%). In handicap families rewards were mainly used 
to induce the child to co-operate in physiotherapy, though 
they were also used as incentives for a variety of other 
reasons in both handicap and control families (see Table 
G.5.3, Appendix G.5).
Parental demands were usually enforced by reasoning 
with the child (77% of both handicap and control families), 
though spanking and other coercive methods were also used 
(Table G.5.2, Appendix G.5). Although control mothers were 
somewhat less likely to spank their children than mothers 
with handicapped children, the differences were not 
significant. Approximately 40% of mothers reported that they 
spanked when their children were cheeky or disobedient and 
20% when the children quarrelled. One problem which was very 
likely to lead to a spanking was whining which was 
particularly acute among cerebral palsied children (see 
Table G.5.4, Appendix G.5).
Over 80% of mothers in both groups admitted that they 
smacked their children when they reached the end of their 
tether, but 8% of mothers in handicap families stated that 
they used physical punishment as a deliberate disciplinary 
measure. Mothers in handicap families were more likely to 
see spanking as an effective disciplinary method, especially 
for their handicapped child. Almost half (47%) reported 
that smacking was effective in producing compliance in their
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cerebral palsied children, as compared to 34% for their 
normal children. In control families, only 27% of mothers 
considered smacking to be an effective disciplinary 
measure. Differences between the two groups were significant 
for target children (Chi square=4.84, p=0.03; Table G.5.6, 
Appendix G.5) but not for siblings.
Of the remaining disciplinary measures used, there 
were no differences in children being sent to their rooms in 
handicap and control groups or in target children being 
deprived of privileges (methods used in 30-40% of cases). 
However Sibs-Hand were significantly more likely to be 
deprived of their privileges than were Sibs-Norm and mothers 
in handicap families were also significantly more likely 
than control mothers to use love withdrawal and threats to 
tell others of the child's misbehaviour with both their 
children (Table G.5.1, Appendix G.5).
Overall, mothers in handicap families were signifi­
cantly more punitive that control mothers, with mean 
punitiveness indices of 6.75 and 4.67, respectively (t= 
4.44, p < 0.001). Although there was an increased tendency 
for mothers in handicap families to treat their children 
differently, this difference was not significant, indicating 
that mothers in handicap families were generally more likely 
to punish but were not more punitive towards either one of 
their children (see Table E.3.1, Appendix E.3). Where there 
were discrepancies, they were usually either due to one of 
the children being more obedient than his sibling or due to 
one of the siblings being considered too old for measures 
other than reasoning to be used. However, in 10 handicap
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families the mothers reported that they were reluctant to 
discipline their C.P. child who already had so many troubles 
to contend with.
Approximately 45% of all mothers expressed overall 
satisfaction with the ways in which they were bringing up 
their children (Table G.5.1, Appendix G.5) and 38% of all 
mothers felt that no changes were necessary in their 
handling of their offspring. Of the eighty mothers (40 in 
each group) who felt that changes were necessary, over half 
wished that they could be calmer and more patient with their 
children, while one third felt that they had inadequate 
control over their children's behaviour and 6 mothers (3 in 
each group) wished to become less over-protective (Table 
G.5.8, Appendix G.5).
When asked why they did not carry out the desired 
changes, one third of the 80 mothers who felt that changes 
were necessary responded that they did not know how to go 
about changing either their own behaviour (i.e. becoming 
more patient or less over-protective) or that of their 
children. More control group mothers (40% compared with 25% 
of mothers with a handicapped child) attributed the lack of 
change to time or job pressures, whereas mothers with a C.P. 
child were more likely (40% versus 10%) to respond that they 
were too physically or emotionally exhausted to undertake 
such changes. Differences between the two groups were signi­
ficant (Chi square=10.35, p=0.016; Table G.5.9, Append G.5).
Household responsibilities were equally likely to be 
assigned to siblings in handicap and control groups, but
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cerebral palsied children were less likely to have chores 
assigned to them than were normal target children (64% as 
compared to 86%, Chi square=7.04, p=0.008). Very few mothers 
(3%) felt that household duties should not be assigned to 
the children as they were the mother's responsibility. If 
chores were not assigned it was usually because the child 
was considered too young, though in handicap families 20% of 
the C.P. children were felt to be too severely disabled to 
cope with chores (Table G.5.11, Appendix G.5).
Control mothers were less likely than mothers in 
handicap families to report that they actively encouraged 
their children to stand up for themselves when teased or hit 
by their peers, with differences approaching significance 
(Table G.5.12, Append G.5). Perhaps the mothers in handicap 
families expect their children to be subjected to more
teasing due to the presence of the C.P. child and therefore
feel it more necessary to stress the importance of not
accepting aggression and discrimination passively. However, 
in their own homes the mothers in handicap families do not 
encourage their children to stand up for themselves by
letting them settle their own differences, but tend to 
intervene in squabbles between the siblings and in their 
quarrels with their peers more often than control mothers 
do. Reported differences in maternal intervention were sig­
nificant for target children (Chi square= 19.84, p < 0.001) 
and approached significance for siblings (Chi square= 3.22, 
p= 0.07; Table G.5.12, Appendix G.5).
One third of mothers in both groups tended to agree 
with their spouses on the upbringing of their children. In
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handicap families, mothers considered themselves to be 
stricter in one third of the cases, with fathers seen as 
being stricter in the remaining third. However, there was a 
trend in control families for a higher percentage of mothers 
to see themselves as being stricter than fathers (41% of 
mothers versus 25% of fathers). Although the difference was 
non-significant (Table G.5.10, Appendix G.5), it was consis­
tent with the above-mentioned tendency in handicap mothers 
to see themselves as playing a less decisive role in family 
matters.
f) Family activities
In seven families with a C.P. child (11% of the 
sample) the mothers reported that the child's disability 
made it impossible for the entire family to do anything 
together. In these cases the family members did not even 
watch television together because the C.P. child reportedly 
disturbed or distressed either the father or the siblings 
with his involuntary movements or constant verbal interrup­
tions of the programme.
The most popular family activities were visits to 
friends and relatives (reported by 80% of handicap and 91% 
of control families) and various outings, usually to the 
seaside (77% and 89%). Although there was a general tendency 
for larger numbers of control families to participate in all 
activities (see Table G.6.1, Appendix G.6) the differences 
were not significant, excepting only for outdoor activities 
(Chi square=2.69, p(one-tail)= 0.05). However, the overall
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number of activities engaged in by families in the two 
groups was significantly different, with a mean of 2.66 
activities for the control group compared with a -mean of 
2.13 for the handicap families, indicating that handicap 
families experienced a more restricted variety of activities 
(Table G.6.1, Appendix G.6).
Parental outings were generally difficult to organise 
in all families and control couples were no more likely than 
couples from the handicap group to go out together without 
their children (Table G.6.2, Appendix G.6). However, mothers 
in handicap families were significantly more likely to feel 
that the disabled child confined them to the home and 
isolated them from social contact than were control mothers 
(Chi square=4.64, p=0.03). One third of mothers in the 
handicap group compared to half the control mothers did not 
report social isolation due to the children. Although 
control parents were not more likely than parents with a 
disabled child to have a substitute caretaker (Table G.6.2, 
Appendix G.6) and 36% of them reported being confined to 
their homes due to the lack of a baby-sitter, 9 control 
families were able to solve the problem posed by the lack of 
a caretaker by taking their children along with them wher­
ever they went. This is a solution that is quite common in 
Greece, but it was only adopted by one handicap family as 
the majority of parents either found the outings distressing 
due to the comments made about the C.P. child (17%), or else 
too difficult to organise due to transportation problems
i
(17%) or general fatigue (17%). Those mothers in handicap 
families who reported that they were no longer isolated
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(N=19) had usually circumvented the problem of confinement 
in their homes by inviting friends in to visit (Table G.6.3, 
Appendix G.6) and family friends and relatives were actually 
equally likely to visit handicap and control families (Table 
G . 6 . 2, Appendix G.6).
Another solution to the problem posed by the lack of 
substitute caretakers was for parents to go out separately. 
This was adopted by 44% of both husbands and wives in 
control families and in 39% of mothers with a C.P. child, 
but was especially prevalent among fathers in handicap 
families (64%). When mothers did go out alone, it was 
usually to a neighbour's home for coffee during the hours 
when the children were away at school, though occasional 
visits to the theatre or cinema were also organised. Fathers 
were more likely to go out in the evenings, usually to the 
local taverna or cafe though they also pursued hobbies such 
as fishing or visits to football matches.
The entire family was more likely to go on holiday in 
control groups (91% versus 69%), though the father in both 
groups was often obliged to commute between his job and the 
family holiday location. Handicap families were more likely 
than controls to take no holidays at all (22% versus 8%), or 
to send the children (accompanied by their mothers for at 
least part of the time) out of the city to their grand­
parents in the provinces (Table G.6.3, Appendix G.6).
Leaving the children with someone (either in the 
family home or in the caretaker's home) so that the mother 
could go out on brief errands was possible for two thirds of
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mothers in both handicap and control families. For longer 
absences (e.g. if the mother had to enter hospital) the 
extended family could generally be relied upon to help, 
though in 14% of handicap and 19% of control families the 
father was obliged to cope entirely on his own (Tables G.6.5 
to G .6.7, Appendix G.6).
The overall indices of support from friends and 
family were not significantly different for handicap and 
control groups. Indices of parental isolation were also not 
significantly different, though the social contacts of 
parents in handicap families were less diverse and more 
home-bound, particularly for mothers. However, isolation 
indices for the family as a whole were significantly higher 
in handicap families (t=3.32, p=0.001; Table E.3.1, Appendix 
E.3) .
Given the greater need for support and assistance in 
handicap households, help equal to that given to control 
families is bound to be inadequate. Also the restricted 
opportunites available to the mother to get away from her 
responsibilities, added to the often distressing and tedious 
nature of such responsibilities, can be expected to 
seriously increase the stress which she is under and to 
generate the feelings of helplessness and dissatisfaction 
discussed earlier.
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3. Control families1 acceptance of handicapped children
The control mothers were asked if they knew what 
cerebral palsy was and also if they would object to their 
children having C.P. peers as friends and as fellow-students 
at school. Results were examined separately for mothers in 
each of the four groups, but there were no differences 
between groups and the data are presented for the control 
group as a whole.
Overall, 72% of mothers were aware that cerebral 
palsy resulted in the affected child having motor problems, 
though several of them (17%) expressed the opinion that the 
children were also mentally retarded. Fourteen percent had 
heard about cerebral palsy but had no idea how it actually 
affected the child, while the remaining 14% associated it 
with mental retardation (Table G.7.1, Appendix G.7).
The overwhelming majority of mothers (92%) stated 
that they would have no objection to cerebral palsied 
children attending the regular school, feeling that it would 
provide an opportunity for their children to learn about the 
handicapped through direct social contact with them (8%) and 
for the C.P. child to become socialised within a normal 
setting (11%). Several of the mothers were in favour of 
integration, provided that the teacher could prepare the 
children beforehand for the arrival of the handicapped child 
in the classroom (16%), while many (17%) expressed the view 
that they were in favour of handicapped children entering 
the regular classroom only if he could keep up with his 
peers. Two mothers worried that the C.P. child might be
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violent, but did not object to his presence if he was well-
behaved. Five mothers stated that they did object to the
C.P. child attending regular school, either because the 
presence of a disabled child would be distressing for their 
children (3 mothers) or because they felt that the handi­
capped child could retard the progress of the class (2 
mothers). Finally, 5 mothers had never considered the issue 
until the interview but felt that, having understood what 
cerebral palsy was, they would have no objection to their
child having a disabled peer in his classroom (Table G.7.2, 
Appendix G.7).
Half the control mothers stated that they would not 
object to their children having a disabled friend. A further 
27% said that although they had no personal objections, they 
felt that their children might be unwilling to befriend 
a handicapped child. Eleven mothers admitted that their main 
problem was not knowing how to behave towards the disabled 
child, and 8 of these mothers stated that they would object 
to their children having a handicapped friend for this 
reason. Two mothers considered the disabled child to be an 
unsuitable friend for their children, while another two 
stated that they would not object if the disabled child was 
properly socialised (Table G.7.3, Appendix G.7).
The issue of acceptance of the C.P. child was neces­
sarily hypothetical as only one control dyad actually had a 
C.P. friend and none of the control children had a disabled 
classmate. Moreover, the fact that the control mothers knew 
that the researcher was working with C.P. children might 
well have constrained them to respond positively. It seems
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likely, however, that the mass media have made the general 
public more aware of handicap and more amenable to the idea 
of integration of disabled children, at least in theory.
4. D I S C U S S I O N
As expected from the review of the literature, 
mothers of handicapped children reported considerable family 
isolation. This was often experienced by the mothers as 
being due to avoidance on the part of friends and, to a 
lesser degree, relatives. However, many mothers felt that 
they were also to blame in that they avoided contacts which 
they found painful because their disabled child was exposed 
to negative comparisons or comments (see III.C. Paternal and 
Social Support in Handicap Families). Given, too, the extra 
caretaking burdens posed by the C.P. child and the difficul­
ties of transportation it was usually far easier to remain 
at home, so that social constriction slowly and insiduously 
became the family norm, with well over half the mothers 
reporting moderate to high levels of family isolation.
Although handicap families were equally likely to 
controls to be visited by relatives and friends, they were 
deprived of the larger variety of activities available to 
controls and were mainly restricted to their homes and to a 
limited pool of visitors, so that feelings of confinement 
and stagnation were fully justified. This was less true for 
fathers, who frequently went out on their own, but mothers 
and children in handicap families experienced significant 
social isolation.
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Children in handicap families also experienced 
restricted peer relationships, with 65% of disabled children 
and 50% of their siblings compared with 30% of control 
children having no contact with peers outside the school 
setting. While this might posiibly be considered inevitable 
for disabled children, it was certainly unduly restrictive 
of the normal siblings. Furthermore, when Sibs-Hand were 
visited by friends at home, they were far more likely to 
include the disabled child in their play. Though this 
provided the disabled child with a valuable source of peer 
companionship, it again placed constraints on the sibling to 
compensate the disabled child for his lack of social 
opportunities. Such constraints on siblings would clearly 
affect their peer relationships, resulting in the greater 
social withdrawal reported in the literature (see IV.A.3. 
Social Problems).
Siblings also had to contend with special allowances 
being made for the disabled child, particularly in families 
with a younger C.P. child. Elder siblings were expected to 
understand the need for such concessions but, consonant with 
the predictions of social comparison theory (V.6. Sibling 
Rivalry), they strongly resented them. Though most mothers 
made conscious efforts to limit such allowances or to find 
alternative solutions for their normal children, fully 36% 
relied solely on discussion and explanation, which generally 
proved ineffective.
Maternal ratings of their children’s adjustment were 
not significantly different among young children in handicap
215
aUU ^UXl l l lU l  Vijf UU.O • liWII <— * ' I- / v Y W W»»W W.YJW j -------------------------,--------------------------
target children and siblings in handicap dyads were twice as 
likely as their controls to receive ratings above the cut­
off point on the Rutter scales (38% versus 23% for target 
children and 40% versus 18% for siblings).
Though the Rutter may well be more sensitive to
differences than the BSQ used with the younger children, it 
is also possible that difficulties increase for older
children. For instance, very young children would tend to be 
less aware of the implications of handicap, more accepting 
of the half-truths surrounding the issue of disability and
more hopeful of a successful outcome. Moreover, younger
children are generally less free to leave the home and more 
closely tied to their siblings for companionship, so that 
they would not feel such restrictions to be unduly burden­
some or unfair, neither would they chafe at the high levels 
of maternal control exerted in handicap families.
Mothers in handicap families were found to be more 
punitive than control mothers, probably due to their greater 
emphasis on control. Though they stated that they encouraged 
their children to stand up for themselves, they were more 
liable than control mothers to intervene in sibling squab­
bles, thereby depriving their children of opportunities to 
resolve their own problems and to learn how to handle 
aggressive behaviours (see V.5. Social Development).
Most mothers in handicap dyads relied heavily on 
their husbands for help and support, though maternal grand­
mothers were also found to be particularly helpful. Despite 
the fact that fathers in handicap families were more
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involved in caretaking than control fathers, satisfaction 
with the degree of supportiveness was generally not high. 
This was possibly because assistance was insufficient to 
cover the increased need, though there were also indications 
that mothers felt their exceptionally difficult role to have 
been thrust upon them, with no hope of reprieve. Despite 
their feelings of frustration, however, they were usually 
unwilling to discuss the problem with their spouses.
The impact of the normal child on the family was 
overwhelmingly seen as having been positive, whereas that of 
the disabled child was generally negatively evaluated. 
Fully two-thirds of the handicap mothers reported themselves 
to be experiencing severe emotional strain. However, they 
generally took handicap in their stride and tended to stress 
the more practical problems created for them by the disabled 
child's dependency and to focus discussion on their efforts 
at making the child more independent, whereas they reported 
their husbands as being more deeply distressed by the social 
implications of having fathered a defective child. Unfortu­
nately, as only mothers were interviewed, it was impossible 
to ascertain whether this reflected a real difference in 
attitudes or whether mothers felt freer to express negative 
attitudes indirectly.
The majority of mothers saw their disabled children 
as coping well despite their handicaps and reported them to 
have gained immeasureably from their normal siblings, parti­
cularly in the area of companionship. Normal siblings, on 
the other hand, were felt to have suffered from the corres­
ponding loss of companionship and to have become socially
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isolated due to their sibling's handicap. However, few were 
felt to have been severely negatively affected and almost 
half were reported to have become nurturant or have gained 
in maturity and competence due to the presence of the 
disabled child within the family.
Finally, the majority of control mothers stated that 
they were in favour of integrating the physically handicap­
ped child in the regular schools, while half reported that 
they would not object to their children having a disabled 
friend. Although responses were hypothetical and could well 
have been influenced by parents' wish to please the resear­
cher who was known to be involved with disabled children, 
it is to be hoped that the growing understanding of handicap 
promoted by the mass media will make integration increa­
singly possible.
As many of the questions included in the maternal 
interview were based on those utilised by Hewett (1970), 
some comparisons of data from Greek and English families 
with cerebral palsied children were also possible. The 
percentages of children classified as mildly, moderately and 
severely disabled were very similar for both samples. 
However, Hewett's C.P. sample was younger than that in the 
present study (1 to 8 years, compared with 2 to 12 years). 
Also, in the Greek sample 77% of the families had two 
children, whereas the majority of English families (55%) had 
more than two and some (17%) had only the disabled child. 
The discrepancies in family size could have lead to lower 
levels of stress for siblings in the English sample (see 
IV.B.6. Family size, age and birth order effects).
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One of the most striking differences between the two 
samples was the higher level of support available to English 
mothers. Fifty percent of English mothers compared with 25% 
of Greek mothers reported their husbands to be highly 
participant in caretaking and very supportive. The division 
of male and female roles is probably more rigid in Greek 
society so that paternal participation, though it was higher 
for handicap families than for controls, still fell far 
short of that available in handicap families in England. 
Moreover, English mothers were more likely to report agree­
ment with their husbands on disciplinary issues (47% versus 
38%) and were less likely to see their husbands as being 
stricter (21% versus 31%), implying more discussion among 
the spouses and a more assertive role for the English mother 
than was possible for the Greek mother. English mothers 
generally appeared to discuss the issue of handicap with 
greater ease than Greek mothers, with 70% reporting that 
they willingly explained their child's condition to 
strangers who asked, compared with 47% of Greek mothers.
Futhermore, only 18% of English mothers reported 
receiving little support from friends, while 53% stated 
that they received adequate support and 29% felt their 
friends to be very supportive. The respective percentages 
for Greek mothers were 55% low, 39% moderate and 6% high 
levels of support. Similarly, with regard to support from 
relatives, 12% of English mothers reported little help from 
relatives, 51% reported adequate support and 33% much 
support, compared to 22%, 27% and 9% respectively, for Greek
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mothers. Three percent of English mothers compared with 42% 
of Greek mothers reported receiving no help from relatives.
The discrepancies should be viewed in the light of 
two important differences between Greek and English 
families. First, many Greek families have had to move away 
from their villages to Athens and Salonica in order to 
obtain treatment for their children, thereby cutting 
themselves off from their relatives and friends (this was 
reported by 31.3% of the mothers). Secondly, Greek families 
are far more dependent on support from friends and family as 
there are currently no provisions for respite care of the 
handicapped child. In Hewettfs sample, 43% of the mothers 
reported that they would apply to an agency (usually one of 
the Family Help Units run by the Spastics Society) for help. 
Given the greater dependency of the Greek family, satis­
faction with the level of support available to them could be 
expected to be lower. Not surprisingly, mothers in Hewett’s 
sample were far less likely than Greek mothers to report 
feelings of loneliness and isolation (21% versus 69%).
English mothers were less likely than Greek mothers 
to be employed outside the home (21% versus 31%), an effect 
which was probably due to the increasing tendency for women 
to enter the work force and secular changes that have taken 
place between the present study and that by Hewett. Holidays 
were not different for the two samples (71% in England and 
69% in Greece), but English mothers were more likely to go 
out without their husbands (59% versus 39%), thereby 
decreasing their confinement to their homes and their 
feelings of isolation.
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Hewett reported 43% of her handicapped sample to have 
wide contact with peers, while 57% had restricted or minimal 
contact. However, the classification criteria were not 
specified, so comparisons could not be made. Within the 
sibling dyad, special allowances were reported as being made 
for the handicapped child by just over half the mothers in 
both Greek and English samples (51% and 52%), but Greek 
siblings were far more likely to resent such allowances (53% 
versus 13%) and were also more likely to be reported as 
being jealous of their disabled sibling (59% versus 33%).
One reason for such differences may well be the fact 
that the English families were larger, so that fewer burdens 
fell on the individual siblings, for English mothers were 
not more likely than Greek mothers to take measures to 
minimise jealousy (23% versus 24%). It is also possible that 
differences in the treatment of the children were more 
extreme in Greek families, or perhaps Greek mothers were too 
closely involved in the interactions and reactions of their 
children and too quick to intervene, so that rivalry between 
the siblings would tend to be heightened. The latter possi­
bilities were suggested by the finding that English mothers 
were far more likely to encourage their disabled children to 
cope on their own (84% versus 47%) and less likely to try 
to control them through coercion (33% of English mothers 
reportedly never smacked their children compared with 8% of 
Greek mothers).
Of course, it is always possible that the English 
mothers were responding in more socially acceptable ways
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than the Greek mothers, many of whom knew the interviewer 
well. However, differences due to social acceptability would 
probably not have been as extreme and thus appear to reflect 
real differences between the two samples.
As already noted, differences due to the number of 
siblings in the family could be expected to create somewhat 
more favourable conditions in English families. However the 
negative effects of the Greek families1 relative social 
isolation and lack of support could be expected to exert a 
far more important influence, leading to real differences 
in the level of hardship experienced by the two samples. 
Moreover, the Greek mothers1 apparent feeling that the 
situation was out of their control could be expected to 
increase stress in Greek handicap families, leading to more 
punitiveness from the mothers, greater discord among the 
siblings and thence to more negative reports from the Greek 
mothers.
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B. DATA FROM HOME OBSERVATIONS OF SIBLING INTERACTION
1. EFFECTS OF GROUP AND HANDICAP ON BEHAVIOUR
Two-way analyses of variance were run to examine the 
effect of the presence of a disabled sibling (handicap 
effect) and of age and birth-order variables (group effect) 
on all behaviours recorded during the home observations of 
sibling interaction. In order to distinguish, as far as 
possible, the effects of birth order from those due to the 
ages of the children, comparisons were made between pairs of 
groups which had either the age or the birth order of the 
subjects held constant.
a) GROUPS 1 AND 2
In these two groups the target child was the younger 
of the two children and the groups varied with respect to 
age. In Group 1 the mean age of the target children was 4.03 
years and that of the siblings 8.22 years, while in Group 2 
the corresponding ages were 7.09 and 9.72 yrs, respectively.
Age differences did not greatly influence the 
children’s behaviours in these two groups (see Table H.l, 
Appendix H). However, many adult behaviours, and particu­
larly behaviours directed towards the elder siblings, tended 
to decline significantly with increasing age (GR2 < GR1).
More specifically, adults were more likely to talk to both 
siblings and target children in Group 1 (F=6.97 and F=7.00,
p<0.01), they gave more explanations (F=6.07, p<0.05) and
were also more likely to direct and assist siblings in the 
younger group (F=4.12 and F=4.19, p<0.05).
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At the same time, older target children tended to 
seek less adult attention (F=7.49, pcO.Ol), while siblings 
addressed adults less frequently (F=11.29, pcO.OOl) as they 
became older (GR2 < GR1). There was a corresponding, albeit 
slight, tendency for more co-operation within the sibling 
dyads with increasing age (GR2 > GR1), with target children 
showing increased compliance but also making more sugges­
tions to their siblings (F=4.19 and F=4.62, p<0.05) and
siblings tending to spend more time looking towards the 
target child (F=6.48, p<0.01), though they were also more
likely to become appropriately involved in the ongoing 
activity (F=6.55, p<0.01).
Differences between handicap and control dyads were 
generally more pronounced than differences due to age. On 
the whole, handicapped children displayed more prosocial 
behaviours towards their siblings than did normal target 
children (talking F=11.20, p<0.001; smiling F=8.07, p<0.01). 
They were more likely to accept assistance (F=12.69, 
pcO.OOl) and were also more often unoccupied, spending more 
time looking at and aimlessly handling objects, gazing into 
space or laughing.
Target-Normals were more directive and controlling, 
making more attempts to take charge of the situation. They 
were more likely than were handicapped children to select 
the task (F=26.80, p<0.001), to explain (F=22.40, p<0.001),
to praise and criticise, to interfere and to insist. They 
also became more involved in the play (Sib talks object F= 
15.63, pcO.OOl) and remained occupied for longer periods 
(Sib play duration F=30.47, pcO.OOl).
224
Siblings showed higher involvement with target child­
ren who were handicapped, providing them with assistance 
(F=14.69, p<0.001), demonstrating (F=9.02, pcO.Ol), sugges­
ting, fetching objects, smiling at them, but also critici­
sing and threatening them more frequently. In control dyads, 
siblings were generally more task-involved, talking to 
objects and selecting or disrupting the activity (F=11.16, 
F=13.55 and F=40.20, all beyond the 0.001 level). They dis­
played significantly less interest in the target children 
and tended to seek more adult attention. Sibs-Normal also 
spent more time gazing into space.
With regard to sibling requests for assistance, there 
was an interesting interaction effect. Sibling requests for 
objects and acceptance of such objects and of assistance in 
general tended to decrease with age among Sibs-Normal (GR1 > 
GR2) and to increase with age for Sibs-Hand (GR2 > GR1). 
This probably reflects attempts by the older, more mature, 
Sib-Hand to actively involve the handicapped child in play, 
but also implies an increasing ability to participate on the 
part of the disabled child.
Adults made more frequent attempts to reassure 
children in control dyads (F=4.65, p<0.05), whereas they
were more likely to ignore children in handicap dyads (F= 
10.97, p<0.001), but both sets of behaviours were infre­
quently displayed. The total number of adult behaviours was 
not significantly affected by either handicap or the ages of 
the children. Adult behaviours towards target children also 
showed no group or handicap effects, but behaviours directed
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towards siblings were significantly higher in the younger 
group (GR1 > GR2, F=4.76, p <0.05).
The total number of behaviours displayed by target 
children was highest for Target-Normals in Group 1 and for 
disabled children in Group 2 (Interaction: F=10.04, p<0.01). 
This heightened behaviour frequency could be a reflection of 
either increased activity or more frequent changes in acti­
vity (i.e. distractibility), as only changes in activity and 
not durations were recorded (with the sole exception of 
appropriate on-task behaviour). There were no significant 
differences in either total behaviour frequencies or the 
duration of on-task behaviours among siblings.
b) GROUPS 3 AND 4
In Groups 3 and 4, the target children were the elder 
members of the sibling dyad, so that differences between the 
groups were again attributable to the ages of the children. 
In Group 3, mean ages for target children and siblings were 
7.09 and 3.86 years, respectively, while corresponding ages 
in Group 4 were 10.80 and 7.84 years.
Adults were generally more likely to intervene when 
their children could be expected to be less capable, i.e. 
when they were younger or disabled. Adult behaviours towards 
target children were significantly affected by handicap (see 
Table H.2, Appendix H), with mothers displaying more pro­
social behaviours (smiling and talking) and providing more 
frequent assistance and encouragement (e.g. A assists 
F=9.45, A directs F=6.80, A gives object F=6.77, A praises
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F=6.82, pcO.Ol) when their children were disabled. Mothers 
were also more likely to ignore their children in handicap 
dyads, but the overall frequency of ignoring behaviours was 
small and could be accounted for by the heightened demands 
made by children in handicap dyads.
The age of the children was a significant determinant 
of adult behaviours, with adult intervention consistently 
decreasing with age (GR3 > GR4). Mothers were not only more 
likely to direct and assist younger children, whether target 
children or siblings, they were also more likely to display 
prosocial behaviours towards them.
The effect of handicap among target children was to 
render them less dominant than their normal controls. 
Disabled children were more likely to both seek and accept 
assistance (F=14.48 and F=13.49, p<0.001) and were more
liable to whine than to assert themselves. Though they 
engaged in more prosocial behaviours, these were largely 
passive (e.g. looking and smiling at both siblings and 
adults). Disabled children were also less actively involved 
in the ongoing activity, tending to either observe their 
siblings or to fiddle aimlessly with the available materials 
(e.g. T-C looks Sib F=14.95, T-C looks object F=27.58, T-C 
handles object F=23.13, p<0.001). By comparison, Target-
Normals were highly involved both in organising and actively 
participating in the various tasks and in directing and 
controlling their younger siblings (e.g. selects task, 
directs, explains, interferes, inhibits, prohibits, reas­
sures beyond the 0.001 level; assists, refuses beyond 0.01).
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Siblings were more liable to seek the attention of 
the target child and to accept his assistance when he was 
non-handicapped (F=11.08/ p<0.001; F=6.84, p<0.01). The
siblings of normal children were also more likely to make 
suggestions, to insist, to refuse demands and to laugh and 
tease, moving towards a more egalitarian form of interaction 
and also engaging more fully in the ongoing activities than 
siblings of disabled children. Sibs-Hand were more likely to 
attempt to assist the disabled child and to include him in 
their activities (F=10.48, p<0.001; F=5.52, p<0.05), but
they were also more likely to take objects away from him and 
to exclude him from the task (F=4.21, p<0.05; F=10.30,
p<0.01). They were generally less likely to be actively 
task-engaged and more liable than Target-Normals to wander 
about (F=7.06, p<0.01), clearly displaying the lack of an
effective elder sibling to model appropriate task-related 
behaviours.
Age generally exerted a greater effect on siblings 
than it did on target children, influencing a greater number 
of sibling behaviours though the effects were in the same 
direction for all subjects. Both siblings and target child­
ren displayed strong tendencies to become more sociable 
towards one other as they grew older (GR4 > GR3). They also 
engaged in more assertive and co-operative behaviours at 
older ages (e.g. directing, assisting, complying) and 
showed correspondingly fewer behaviours directed towards 
adults. On-task behaviours also tended to increase, while 
gross motor activity declined.
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Overall, children became more independent of adults 
and more interdependent and task-oriented as they grew 
older, but the effects were more pronounced among siblings. 
Interaction effects were limited. Among target children, the 
more passive social behaviours (looking and smiling) tended 
to increase with age, but the increase was more pronounced 
for disabled children. Disabled children were more likely to 
engage in object-related activities (looks at, gives, re­
quests object) as they became older whereas these behaviours 
tended to decline with age for Target-Normals.
Sibling assistance towards the target child increased 
with age, but the increase was higher among handicap dyads. 
On the other hand, siblings increasingly tended to ignore 
their disabled brothers and sisters, whereas ignoring 
behaviours tended to decrease with time in control dyads. 
Again, however, the number of ignoring behaviours was small. 
Finally, the overall frequency of sibling behaviours in­
creased over time in handicap dyads and decreased in control 
dyads, so that in Group 4 the number of sibling behaviours 
was equivalent.
C) GROUPS 2 AND 3
The two groups differed with respect to the age and 
birth order of the siblings, Group 2 having older siblings 
aged from 7 to 12 years (Mean= 9.72 yrs) and Group 3 younger 
siblings aged from 2 to 7 years (Mean= 3.86 years). The ages 
of the target children ranged from 6 to 9 years, with a mean 
of 7.09 years in both groups.
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The effects of handicap and group on adult behaviours 
were very clearly delineated by the analysis (see Table H.3, 
Appendix H). Handicap affected adult behaviours towards the 
target children, with adults tending to talk to, assist and 
praise the target child more frequently when he was dis­
abled. Although adults were also more liable to ignore their 
children in handicap dyads, the behaviour was very low in 
frequency and of limited importance. Total adult behaviours 
increased in handicap dyads (Handicap mean= 30.66, Control 
mean= 18.60; F= 5.09, p=0.03), but the difference was wholly 
due to the disabled children (F= 8.14, p= 0.01) as adult 
behaviours towards the normal siblings were not differen­
tially affected by the presence of handicap within the dyad.
Adult behaviours were predominantly influenced by age 
and possibly also by the relative efficiency of the older 
child in leading the interaction. Adult intervention was 
significantly more frequent in Group 3, where the elder 
target child was younger than the corresponding elder sib­
ling in Group 2, and where the siblings were themselves very 
young. Adults displayed more prosocial behaviours towards 
siblings in Group 3 (A talks F=20.64, p<0.001; A smiles F=
7.35, p<0.01) and were more likely to direct and praise them 
(F=ll.50 and F=11.90, pcO.OOl) and to assist them (F=6.76, 
p<0.01). Adult behaviours towards target children also 
showed an increase in Group 3 (Mean GR2=7.75, Mean GR3= 
13.19) but this was more pronounced when the target child 
was handicapped and presumably less capable of directing the 
ongoing activity (Mean GR3: Target-Hand=18.31, Target-Norm=
8.06) .
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Handicap exerted a significant effect on many target 
child behaviours. Disabled children were generally more 
liable to approach their siblings in a prosocial manner 
(smiling F=9.05, p<0.01; talking F=4.09, pc0.05), whereas
normal target children were more likely to be directive and 
controlling. For instance, Target-Normals issued more direc­
tives and prohibitions (F=10.47 and F=13.21,p<0.001), they 
were more likely to select the ongoing activity and to 
intervene in its execution (F=13.01 and F=11.87, pcO.OOl) 
and were liable to inhibit and criticise the target child’s 
efforts (F=12.70, pcO.OOl; F=7.89, pcO.Ol), to take toys 
away from him (F=6.91, pcO.Ol) and to disrupt the activity 
(F=14.91, pcO.OOl). However, Target-Normals were also more 
likely to engage in facilitative behaviours such as giving 
explanations and demonstrations (F=17.40, pcO.OOl); F=5.72, 
pc0.05) and assisting and reassuring their siblings (F=8.76, 
pcO.Ol; F=4.10, pc0.05).
Disabled children were more likely to both seek and 
accept assistance (F=8.43, pcO.Ol; F=12.60, pcO.OOl). Handi­
capped children were also more frequently self-critical and 
were generally less actively involved in play, spending sig­
nificantly more time in fiddling aimlessly with the toys 
(F=20.26, pcO.OOl), gazing into space (F=10.42, pcO.Ol), or 
else just looking at the toys, their mothers or their sib­
lings (F=16.68, pcO.OOl; F=13.80, pcO.OOl; F=5.76, pc0.05).
Sibling behaviours were also affected by handicap. 
Siblings of disabled children were more likely to offer them 
assistance and to demonstrate how the toys were to be used,
(F=10.33, pcO.Ol; F=4.81, pc0.05), but they were also more
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likely to exclude the disabled child from their play and to 
move away entirely from the activity. Sibs-Normal, on the 
other hand, were more likely to turn to the target child for 
attention and permission to carry out an activity and were 
more likely to accept his assistance (all differences beyond 
the 0.05 level). Although Sibs-Normal were significantly 
more compliant than Sibs-Hand (F=15.55, p<0.001), they were
by no means entirely dominated by the target child. They 
selected the activity to be engaged in more frequently than 
did Sibs-Hand (F=5.82, p<0.05) and were also more likely
than Sibs-Hand to refuse requests (F=4.86, p<0.05) and to
disrupt the ongoing activity (F=12.63, pcO.OOl). Finally, 
Sibs-Normal tended to become more involved in imaginative 
play with the toys (Sib talks object F=7.16, pcO.Ol), while 
Sibs-Hand were more likely (as were their disabled siblings) 
to merely look at the toys (F=4.84, pc0.05).
The 6 to 9 year old target children were more likely 
to turn to their elder siblings (GR2 > GR3) for attention 
(F=14.66, pcO.OOl) and guidance (looks Sib F=16.38, pcO.OOl) 
and to comply with their demands (F=41.98, pcO.OOl). How­
ever, when their siblings were younger, the target children 
took on a more dominant role, tending to provide more assis­
tance and explanations (F=6.82 and F=8.21, pcO.Ol), to issue 
more prohibitions (F=8.84, pcO.Ol) and to engage in more 
frequent evaluations of their siblings' performance (GR3 > 
GR2). They also displayed fewer prosocial behaviours (talks 
Sib F=17.28, pcO.OOl) and, rather than seeking sibling 
attention, target children with younger siblings turned more 
towards adults (seeks adult attention F=7.37, pcO.Ol).
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Sibling dominance was more pronounced when siblings 
were older and the elder children in the dyads and all 
facilitative and controlling behaviours were significantly 
higher in Group 2 (Sib directs, assists, demonstrates, 
praises, criticises, interferes, beyond the 0.001 level; Sib 
inhibits, explains, beyond 0.01). On the other hand, adult- 
directed sibling behaviours were more frequent among younger 
siblings (i.e. Sib talks, looks, smiles, seeks attention and 
complies adult were all significantly higher in Group 3). 
Younger siblings were also more likely to be restless and to 
move about. Though they were more likely than older siblings 
to select the activity to be engaged in and to become invol­
ved in imaginative play (Sib talks object F=10.69, p<0.01),
they were less likely to persist in play for very long (F= 
22.13, pcO.OOl) and more likely to fiddle aimlessly with the 
toys (F=40.79, pcO.OOl).
Several significant interaction effects emerged from 
the analysis. Siblings were particularly likely to assist 
the target child when he was handicapped and the younger 
member of the dyad (Interaction: F=8.91, pcO.Ol). They were
also more likely to seek and accept assistance from the 
target child and to comply with his demands when he was 
older and non-handicapped. Among target children, object- 
related co-operation (T-C requests/accepts/gives object), 
directive and disruptive behaviours increased for Target- 
Normals when they were the elder members of the sibling 
dyad, whereas the opposite occurred for disabled children. 
This indicates that the disabled child tends to function 
better as a younger dyad member and that, far from giving
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him an edge over his younger sibling (as it does for normal 
children), being the first-born results in him becoming 
less actively involved and less assertive.
Play duration was highest for both target children 
and siblings when they were the elder members of the dyad 
(F=21.32 and F=22.13, respectively, p<0.001) indicating that 
they were better able to focus on the activity and less 
likely to be distracted than were later-born children.
For siblings, the finding can basically be attributed 
to the large age discrepancy between siblings in the two 
groups and to the greater distractibility to be expected of 
younger children. However, for target children, age was held 
constant in the two groups and distractibility could be 
expected to be lower in dyads with an older and presumably 
better organised sibling than in dyads with a younger, more 
disruptive one.
One possible explanation is that second-born target 
children would tend to have modelled a more interactive and 
less task-oriented style from their elder siblings, whereas 
first-born target children, who had had their parents as 
early models, were likely to be more efficient at focusing 
on the ongoing task and ignoring distractions. It is also 
possible, particularly for handicapped target children, that 
focusing on the task was a means of withdrawing from inter­
action with their very young siblings whom they did not know 
how to handle effectively.
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d) GROUPS 1 AND 4
The two groups differed with respect to the age and
birth order of the target children, Group 1 having younger
target children aged from 2 to 5 years (Mean= 4.03 yrs) and
Group 4 older target children aged from 9.5 to 13 years
(Mean= 10.80 years). Since the siblings had not specifically 
been selected on the basis of age (as had the target chil­
dren), their ages covered a wider range from 4.5 to 12 
years. However, mean sibling ages for Groups 1 and 4 were 
similar and age differences between them were not signifi­
cant (Mean Group 1=8.22 yrs, Mean Group 4=7.84 yrs, t=0.68, 
p=0.50).
Adult behaviours showed few significant handicap 
effects in these two groups (see Table H.4, Appendix H). 
Mothers were more likely to assist disabled target children 
and to criticise Sibs-Hand (F=3.87 and F=4.38, p<0.05). They 
were also more liable to ignore their children in handicap 
dyads (F=18.64, pcO.OOl), whereas they were more likely to 
provide their children with reassurance in control dyads 
(F=4.08, p<0.05).
Group effects were all in the same direction, with 
adults intervening more frequently in dyads with very young 
target children (GR1 > GR4). Mothers made more attempts to 
engage younger target children socially, talking to them 
more frequently than to older target children in Group 4 
(F=9.05, pcO.Ol), praising them more and offering more 
suggestions. Insofar as siblings were concerned, however, 
the focus changed. Mothers attempted to render siblings in
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Group 1 more effective by providing them with more direc­
tions, suggestions and assistance (F=10.39, F=6.55 and
F=8.12, p<0.01) than for siblings in Group 4. Mothers also
gave more explanations in Group 1. Since sibling ages in the 
two groups were similar, the corresponding guidance and task 
organisation in Group 4 was presumably undertaken by the 
elder target children.
Handicap effects were pronounced for both target 
children and siblings. Virtually all dominant behaviours 
among target children were significantly higher for controls 
(selects task, directs, interferes, inhibits, explains, 
reassures, prohibits, criticises), whereas social behaviours 
(talks, smiles) and requests for assistance were more fre­
quent among disabled children. Target-Normals were also more 
likely to play for longer periods (F=22.69, pcO.OOl) and to 
become involved in fantasy play with the toys (T-C talks 
object F=12.23, pcO.OOl) whereas handicapped children were 
more liable to look at the toys or to handle them aimlessly 
(F=34.09, pcO.OOl; F=10.85, pcO.Ol).
Sibs-Hand were more likely to attempt to include the 
disabled child in their activities and to provide him with 
assistance (F=13.24, pcO.OOl). They were also more likely 
than were Sibs-Norm to fetch objects and to demonstrate how 
play materials could be used. Though they were more 
sociable, displaying more smiling behaviour, they were also 
more often critical towards the disabled child and more 
likely to take over the task, excluding the disabled child 
from the activity (F=8.80, pcO.Ol).
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Sibs-Norm were generally less likely to adopt a 
dominant role and more liable to look towards the normal 
target child and to seek his attention. They were also more 
likely both to comply with his demands and directions 
(F=18.03, p<0.001) and to accept his assistance (F=8.93,
p<0.01), indicating that the normal target child was per­
ceived as a more effective model than the handicapped child. 
The Sibs-Norm did not, however, adopt a wholly submissive 
role and were more likely than Sibs-Hand to disrupt the 
ongoing activity (F=22.22, p<0.001) and to select the
activity that they would engage in. They also tended to 
engage in more imaginative play with the toys.
Group effects were more pronounced among target 
children, where birth order effects were intensified by the 
large age differences. Virtually all facilitative and con­
trolling behaviours were significantly higher when target 
children were older than their siblings (GR4 > GR1), whereas 
younger target children were more likely to turn towards 
adults, talking to them and seeking their attention. Younger 
target children were more liable to fiddle aimlessly with 
the toys (F=12.29, p<0.001), but they were also more likely
to engage in imaginative play.
Among siblings, group differences were fewer. When 
they were younger than the target children, siblings tended 
to adopt a prosocial and submissive stance, looking towards 
the target child, seeking his attention and complying with 
his demands (F=30.11, F=16.69 and F=17.41, p<0.001) and also 
smiling and talking to him more frequently. When they were 
older than the target children, siblings were more likely to
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assist the target child (F=4.24, p<0.05) but they did not
engage in other facilitative behaviours and also tended to 
inhibit the target child's use of the materials (F=7.98, 
p<0.01). They were more liable to fetch objects for 
themselves and to forcibly take objects from the younger 
target child (F=6.83, p<0.01; F=4.08, p<0.05), but they were 
far less likely to use such objects appropriately (F=25.76, 
p<0.001). Finally, older siblings were more likely to comply 
with adult demands (GR1 > GR4).
The tendency for target children to be more directive 
and intrusive when they were the older members of the dyad 
was stonger among normal controls, with significant inter­
action effects (e.g. T-C directs F=7.07, p<0.05; T-C
inhibits F=13.42, p<0.001; T-C disrupts activity F=31.75,
p<0.001). There was also a corresponding tendency for young 
control siblings to turn more frequently towards older 
target children who were non-handicapped (Interaction: Sib
looks T-C F=10.95, p<0.001; Sib seeks attention T-C F=8.89,
p<0.01, Sib suggests T-C F=11.85, p<0.001).
SUMMARY OF HANDICAP EFFECTS
The division of behaviours between the handicap and 
control groups was highly consistent across all comparisons. 
All social behaviours directed by target children towards 
their siblings were highest in handicap groups. Handicapped 
target children were more likely both to seek and to accept 
assistance and were more liable to engage in adult-directed 
behaviours. Handicapped children were-also more likely to
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engage in aimless off-task behaviours and significantly less 
likely than Target-Normals to display dominant behaviours, 
whether facilitative or disruptive. Play duration was 
consistently higher for Target-Normals.
Siblings were more liable to assist disabled children 
and to allow them to select the activities to be engaged in. 
They were significantly less likely than were Sibs-Normal to 
turn to the disabled child for attention or assistance, but 
generally engaged in more prosocial behaviours towards him. 
Task involvement was higher for Sibs-Normal. They were more 
likely to select the task and they also made better use of 
the available materials than did Sibs-Hand, though the 
duration of play did not differ significantly for the two 
groups.
Adult intervention and prosocial behaviours were 
uniformly higher in handicap groups and were generally more 
frequently directed towards the disabled child. There was a 
single exception, adults were more likely to reassure their 
children in control dyads.
SUMMARY OF GROUP EFFECTS
When birth order was held constant, the age of the 
subjects was more important as a determinant of behaviour in 
groups where the target child was the elder member of the 
sibling dyad (Groups 3 and 4). Although there was a general 
tendency for younger children to be more adult-oriented and 
for older children to become increasingly sibling-oriented,
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this change was far more pervasive for groups with an older 
target child, reflecting the initially heavier dependence of 
dyads with an elder target child on adult intervention and 
the relatively longer period required by such dyads to 
become (or to be perceived as being) self-sufficient.
Mothers generally intervened more frequently when 
their children were younger and less capable of structuring 
their own activities, but also in response to their more 
frequent bids for attention. When siblings were the elder 
members of the dyad, adult intervention was predominantly 
directed towards siblings in the younger group (Group 1), 
presumably in an effort to help them, as older members of 
the dyad, to more effectively organise the interaction. 
However, when target children were the elder dyad members, 
adults not only intervened more frequently towards the elder 
target children, they were also more intrusive towards the 
younger siblings.
Since the ages of the older target children in groups 
3 and 4 were equivalent to the ages of the older siblings in 
groups 1 and 2, and the ages of the younger children were 
also similar, increased adult intervention cannot be attri­
buted to age differences between the groups. It is thus 
clear that mothers perceived elder target children as less 
effective in leading the sibling interaction and increased 
their intervention accordingly.
Birth order and the relative age of the other dyad 
member were also important determinants of behaviour. When 
the ages of either the target children or the siblings were
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held constant, elder children took on a more directive and 
facilitative role while younger children engaged in more 
prosocial and compliant behaviours, i.e. there was a clearly 
defined tendency towards complementarity within the sibling 
dyad based on the relative ages of the children.
SUMMARY OF INTERACTION EFFECTS
The disabled child was able to function better as a 
younger dyad member. Being the elder child did not give him 
the advantage that it gave to normal controls and resulted 
in less assertiveness and poorer task involvement, particu­
larly when he was young.
Siblings were least likely to seek assistance and 
attention from target children who were young and disabled 
and most likely to do so when the target children were older 
and non-handicapped. Elder siblings of the disabled were not 
only more likely to display directive and facilitative beha­
viours than were controls, but also to differentiate such 
behaviours over time, tending to offer assistance to young 
disabled children and to attempt to involve the somewhat 
older disabled children more reciprocally in play.
Mothers were more liable to intervene in groups where 
the elder target child was both young and disabled, clearly 
in an attempt to compensate for the lack of effective direc­
tion and prolong interaction between the siblings.
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2. PRINCIPAL COMPONENTS ANALYSIS
Since the number of behaviours recorded during the 
home observations of sibling interaction was very large, it 
was decided to use factor analysis to reduce them to a 
smaller number of more global categories so as to render
data analysis less cumbersome and more meaningful.
Accordingly, data from the home observations for both 
handicap and control groups were pooled and principal 
component analyses were carried out separately for target
children, siblings and adults (SPSS-X FACTOR Computer 
Package, 1986). The initial analyses generated 10 factors 
with eigen values above 1.0 from the adult behaviours and 22 
factors each from the behaviours of the target children and 
the siblings. Based on the scree tests, five factor rotated 
solutions (Varimax rotation) were requested for the 
children's data and a three factor rotated solution for the 
adult behaviours.
a) Target Children
Behaviour loadings on the five factors generated by 
the principal components analysis appear in Table 1.1, 
Appendix I.
The first factor, Target Child Directs, loaded predo­
minantly on directive behaviours which either facilitated 
sibling participation (e.g. explains, demonstrates, assists) 
or directly attempted to control sibling behaviour (e.g. 
inhibits, interferes). It was also negatively correlated
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with dependency behaviours such as looking towards the adult 
and requesting or accepting assistance and with aimless 
fiddling with the materials. The factor accounted for 10.2% 
of the total variance.
The second factor, Target Child Co-operates, 
accounted for 7.2% of the variance. It included appropriate 
behaviour with the materials but also stopping play in order 
to co-operate with the sibling, with the target child 
seeking his sibling*s attention and opinions and complying 
with them, but also offering suggestions and insisting on 
his own views. The factor was moderately negatively 
correlated with compliance with adult directives, indicating 
close interaction and interdependence between the siblings.
Factor III, Target Child Self/Task Absorbed, loaded 
mainly on self-talk and self-praise. The child tended to be 
engaged in task selection and in imaginative play with toys 
(talking to and for the toys) and was unlikely to talk to or 
smile at his sibling, though he did seek adult attention. 
This factor explained 6.1% of the total variance.
The fourth factor, Target Child Rejecting/Aggressive, 
brought together all the negative and aggressive behaviours, 
including verbal and physical aggression as well as criti­
cism and rejection of all suggestions and attempts at 
assistance. The factor accounted for 5% of the variance.
The final factor, accounting for 4.2% of the total 
variance, reflected gross motor activity and was termed 
Target Child Mobility. The activity was associated with 
fetching materials which had fallen on the floor and with
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moving towards and talking to the adult, but gross motor 
activity was also indulged in for its own sake with no 
functional purpose.
b) Siblings
Although the sibling behaviours generated factors 
similar to those of the target children, there were some 
qualitative differences (see Table 1.2, Appendix I).
Factor I, which accounted for the largest proportion 
of the total variance (11%), was again concerned with 
directing the sibling. However, Sibling Directs/Facilitates 
had higher loadings on facilitative behaviours such as 
demonstrating, praising and explaining, whereas the corres­
ponding factor for target children had higher loadings on 
controlling behaviours such as inhibiting, prohibiting and 
interfering.
Sibling Aggressive/Controlling loaded highest on 
verbal aggression and criticism. It did not include 
resistant behaviours, as did the corresponding factor for 
the target children, loading instead on behaviours which 
excluded the sibling from the task (excludes target child, 
inhibits target child, grabs object). This factor explained 
7.4% of the total variance.
The third factor, Sibling Mobility, involved gross 
motor activity which was often adult oriented (looks at, 
talks to, complies with, smiles at adult). Whereas for 
target children mobility was associated with fetching
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objects and utilising them in play, sibling mobility was 
accompanied by aimless fiddling with objects and disruptive 
behaviours such as object-directed aggression, screaming and 
interrupting the target child. This factor explained 5.9% of 
the total variance in sibling behaviours.
Sibling Co-operates (which accounted for 4.6% of the 
variance), loaded highest on compliant and attention-seeking 
behaviours directed towards the target child, though there 
were also more moderate loadings on resistant behaviours. 
Siblings were equally likely to be actively engaged on a 
task or to stop playing in order to make bids for the target 
child's attention.
The fifth factor, Sibling Self/Task Absorbed, showed 
highest correlations with dependent behaviours which 
enabled the child to get on with the task (i.e. seeking and 
accepting both objects and assistance) and with self-talk 
and self-evaluation. It was also associated with bids for 
adult attention, but was unrelated to interaction with 
target children.
c) Adults
The first factor generated by the analysis of adult 
behaviours, Adult Directs/Facilitates, comprised both verbal 
instructions and practical assistance in carrying out the 
tasks. The behaviours included in this factor were almost 
exclusively directed towards the siblings (see Table 1.3, 
Appendix I), with only one behaviour relating directly to 
the target children (Adult assists target child). The factor
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accounted for 23.4% of the total variance in adult 
behaviours.
The second and third factors, by contrast, loaded on 
behaviours directed towards the target children. Factor II, 
Adult Involves, included behaviours which would reassure the 
child and encourage him to participate in the activities by 
boosting his confidence. The third factor, Adult Controls, 
loaded on direct adult intervention in the activities of the 
target children, either by providing verbal directions and 
criticism or by physically interfering in or inhibiting the 
children's actions. The two factors accounted respectively 
for 11.4% and 6.8% of the variance in adult behaviour.
3. MULTIVARIATE ANALYSES OF VARIANCE
3.1. EFFECTS OF GROUP AND HANDICAP
Factor scores were computed for each of the subjects 
and multivariate analyses of variance were run to examine 
the effects of group and handicap on behaviour. Analyses 
again maintained the pairwise comparison of groups in order 
to distinguish between age and birth order effects.
In reporting the results, which are presented in 
Tables 1.4 to 1.7 (Appendix I), multivariate statistics are 
presented first. Where these are significant, they are 
followed by discussion of those of the univariate statistics 
identified by the MANOVA as being beyond the .05 level of 
significance.
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a) GROUPS 1 AND 2
In these two groups where the target child was the 
younger of the two siblings and the groups varied with 
respect to age, the multivariate group effect was signifi­
cant (F(13,48)= 2.05, p<0.05; Table 1.4, Appendix I),
indicating that the ages of the children influenced their 
behaviour. Univariate statistics showed both target children 
and siblings to be more co-operative when they were older 
(GR2 > GR1), while adults were more likely to display direc­
tive behaviours when the children were younger (GR1 > GR2).
Multivariate handicap effects were also significant 
(F(13,48)= 7.31, p<0.001). Univariate analyses revealed
that handicapped children displayed significantly fewer 
directive/prosocial behaviours than Target-Normals and were 
also less likely to be absorbed in the ongoing activity, 
siblings of handicapped children were more directive and 
less co-operative than were Sibs-Norm.
Multivariate group by handicap interaction effects 
were non-significant.
b) GROUPS 3 AND 4
In both groups 3 and 4 the target children were older 
than their siblings, so that differences between the groups 
were due to age. Multivariate group effects were significant 
(F(13,48)= 5.09, p<0.001; Table 1.5, Appendix I). Univariate 
analyses indicated that Group 3, with the younger dyads, 
elicited greater adult direction and more attempts at invol­
ving the children in the activity. Co-operation between the
247
children tended to increase with age and was highest in 
Group 4 for both target children and their siblings. Task 
absorption, which was associated with low levels of sibling 
interaction, decreased with age and was lower in Group 4 for 
both siblings and target children. Siblings were more likely 
to move around when they were younger (GR3 > GR4) and were 
more likely to display directive behaviours when they were 
older (GR4 > GR3), though the latter effect was predomi­
nantly due to siblings in handicap dyads.
Multivariate handicap effects were also significant 
(F(13,48)= 5.78, pcO.OOl). At the univariate level, adults 
were more likely to attempt to control their children as 
well as to involve them in the ongoing activity in handicap 
dyads. Both factors load highest on behaviours directed 
towards the target child, indicating higher parental intru­
siveness towards the disabled child.
Target children were significantly less likely to 
engage in directive behaviours when they were handicapped, 
while siblings of disabled children were more likely to 
display directive behaviours than were Sibs-Norm. Sibs-Hand 
were also more liable to move around seeking adult attention 
and disrupting the ongoing activity, and were less likely 
than Sibs-Norm to be absorbed in the activity or to co­
operate with the target child.
There was a significant multivariate interaction 
effect (F(13,48)= 2.32, p= 0.02). As noted above, siblings 
of handicapped children were highly directive, an effect 
that was particularly pronounced when the siblings became
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older as, for younger children, levels of directiveness were 
virtually equivalent in handicap and control dyads.
Sibling self/task absorption also showed a signifi­
cant univariate interaction. It was highest among Sibs- 
Normal in Group 3, tending to decline as the age of the dyad 
increased and co-operation between the sibling pairs assumed 
greater importance. However, this was only true of control 
dyads as, in handicap pairs, sibling self/task absorption 
remained at consistently low levels, with Sibs-Hand spending 
more of their time in moving around when they were younger 
(i.e. in Group 3) and in directing the disabled child when 
they were older (in Group 4) and correspondingly less time 
on-task.
C) GROUPS 2 AND 3
The two groups differed with respect to the age and 
birth order of the siblings, Group 2 having older siblings 
and Group 3 younger siblings, while the age of the target 
children remained constant.
Multivariate group effects were pronounced (F(13,48)=
8.59, p<0.001; Table 1.6, Appendix I) and several differen­
ces attained significance in the univariate analyses.
Specifically, target children were more likely to display
co-operative behaviours when their siblings were older (GR2 
> GR3), whereas they were more likely to become absorbed by 
the task and to ignore their younger siblings (GR3 > GR2). 
Siblings were more aggressive when they were older (GR2 >
GR3) and more likely to move around when they were younger
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(GR3 > GR2). Adults were more likely to display directive 
behaviours when the siblings were younger (GR3 > GR2).
There was a strong multivariate handicap effect 
(F(13,48)= 6.54, p<0.001). Univariate analyses showed signi­
ficantly higher adult control and sibling directiveness in 
handicap dyads and higher target child directiveness in 
control dyads. Siblings were also less likely to display co­
operative, compliant behaviours when the target child was 
handicapped.
Multivariate interaction effects were significant 
(F(13,48)= 2.64, p<0.01), affecting the interpretation of
the main effects. For instance, both target children and 
siblings were more likely to engage in directive behaviours 
when they were the elder members of the dyad. However, 
increases in target child directiveness were due entirely to 
Target-Normals, with handicapped children displaying consis­
tently low levels of directive behaviour regardless of birth 
order and of the age of their siblings. On the other hand, 
sibling directiveness was virtually equivalent among younger 
siblings in Group 3, but increased dramatically among older 
children for those whose sibling was handicapped.
Sibling self/task absorption was highest in Group 3 
where the siblings were younger and were essentially engaged 
in parallel rather than interactive play. This effect was 
again almost entirely due to Sibs-Norm, possibly because the 
relative independence of the older Target-Normals left them 
free to pursue the ongoing activity undisturbed, whereas 
Sibs-Hand spent more of their time in directing their dis­
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abled sibling (see also preceding section comparing Groups 3 
and 4). It is also possible that elder Target-Normals were 
more effective in organising the interaction than were 
Target-Hand, a possibility supported by the finding that 
there was less sibling aggression and less aimless wandering 
by siblings in non-handicap dyads.
d) GROUPS 1 AND 4
In groups 1 and 4, sibling ages were similar across 
groups. The age and birth order of the target children dif­
fered, with Group 1 having younger and Group 4 older target 
children (see Table C.2.8, Appendix C.2).
The multivariate group effects were significant 
(F(13,48)=4.84, p<0.001; Table 1.7, Appendix I), indicating
that the birth order and relative ages of the children 
influenced the quality of their behaviour. There were seve­
ral significant differences in the univariate analyses. 
Target children were more directive when they were older and 
the elder members of the dyad (GR4 > GR1). Siblings were 
more likely to be aggressive when they were the elder dyad 
members (GR1 > GR4) and more liable to display co-operative 
behaviours when they were the younger children (GR4 > GR1). 
Adults were less directive and made fewer attempts to 
involve their children when they were older (GR4 > GR1).
Multivariate handicap effects were also significant 
(F(13,48)=7.08, p<0.001) and univariate analyses indicated
that target children were less likely to be directive or 
involved in the ongoing activity when they were disabled.
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Siblings were far more directive in handicap dyads and less 
likely to co-operate with the disabled child. Mothers were 
more controlling in handicap dyads.
The group by handicap interactions were pronounced 
(F(13,48)=3.81, p<0.001). At the univariate level, direc­
tiveness was found to increase for all older target children 
but increases were far higher for Target-Normals. Co­
operative behaviours increased with age for handicapped 
children but decreased for Target-Normals. Task absorption 
increased slightly with age for disabled children but, while 
it decreased steeply for Target-Normals, it was still well 
above the level displayed by disabled children. Finally, 
sibling mobility increased in dyads with an older handicap­
ped child but decreased in pairs with an older normal child.
Taken together, the results indicate that older 
Target-Normals displayed increased efficiency in directing 
their younger siblings combined with a decreased tendency to 
become absorbed in the task and ignore their siblings. 
Although handicapped children became more directive and more 
co-operative when older, they were not as effective as the 
Target-Normals in leading the activity, so that their sib­
lings were more likely to wander about.
3.2. EFFECTS OF DEGREE OF HANDICAP, SEX AND BIRTH ORDER
MultivOYiote, analyses of variance were also run across 
all groups to examine the effects of the degree of handicap 
and the sex and birth order of the children on factor 
scores.
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Degree of handicap was based on the handicap index 
derived from the maternal interviews (see Appendix, E.2.b). 
There was a single category for all non-handicapped children 
and three handicap categories: mild (scores from 3 up to 9,
N = 22), moderate (scores from 12 to 19, N = 18) and severe 
(scores from 21 to 38, N = 24). The effect of sex was 
examined separately for target children and siblings.
Multivariate statistics are again presented first and 
these are followed by discussion of univariate analyses only 
if the multivariate tests were significant.
a) Sex of Target child
The sex of the target child exerted a significant 
multivariate effect (F(13,100)= 1.98, p=0.03; Table 1.9,
Appendix I) on behaviour. Univariate analyses indicated that 
adults were more controlling when the target child was male 
and that male target children were more likely to be mobile, 
whereas female target children were more likely to be absor­
bed in the ongoing activity.
Birth order effects were significant (F(13,100)=
5.59, p<0.001). At the univariate level, both siblings and
target children were more likely to display directive beha­
viours when they were the elder members of the dyad and more 
likely to be co-operative when they were the younger 
children. For siblings, being the younger child was also 
associated with significantly higher mobility, while older 
sibling status was associated with more frequent aggression. 
Adults were more likely to intervene in a directive or faci-
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litative way in groups where the target child was the elder 
of the two children, whereas they were more likely to 
attempt to involve the children in the ongoing activity in 
groups where the target child was the younger child. Since 
adult directive/facilitative behaviour was largely asso­
ciated with siblings, while attempts at encouraging involve­
ment in the activity were associated with target children, 
adult intervention was generally more likely to be directed 
towards the younger members of the sibling dyad.
The degree of handicap was also important (F(39,297)= 
5.97, pcO.OOl). The severity of handicap bore a significant 
negative relationship to directive and task-absorbed 
behaviours among target children, and a positive relation­
ship to adult attempts at controlling and involving the 
children (both behaviours largely associated with target 
children). Sibling directiveness increased, while co­
operative behaviours declined, so that the interaction 
between the siblings tended to become less egalitarian as 
handicap increased. Finally, mobility decreased with 
increasing handicap among target children, though it was 
highest among mildly handicapped children, possibly reflec­
ting organically induced distractibility/hyperactivity in 
children whose handicap was not so severe as to preclude 
mobility. On the other hand, sibling mobility tended to 
increase as the degree of handicap increased, with siblings 
generally seeking more adult attention as the effectiveness 
of the disabled child as a playmate declined, though the 
effect was strongest for moderate handicap.
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The multivariate sex by birth order interaction was 
non-significant, but the sex of the target child interacted 
significantly with the degree of handicap (F(39,297)= 1.99, 
p= 0.001). Univariate analyses indicated that adults were 
more likely to attempt to involve mildly handicapped girls 
in the ongoing activity, while they were more likely to be 
directive when the dyads included either moderately disabled 
girls or severely disabled boys.
Birth order also showed a significant interaction 
with the degree of handicap (F(39,297)= 2.07, p<0.001).
Target children were more likely to display directive 
behaviours when they were the elder members of the dyad, 
unless they were severely handicapped, in which case 
directive behaviours were more frequent among the younger 
children. Adult directive/facilitative behaviours were 
highest when the target child was the elder of the two 
children, though the effect became more pronounced with 
increasing handicap and the corresponding decrease in direc­
tiveness of the elder severely handicapped child. On the 
other hand, adult attempts to involve the children in the 
activities, though generally more frequent when the target 
child was the younger member of the dyad, were highest when 
the target child was mildly handicapped or normal and low in 
cases of moderate or severe disability.
This indicates that, where there was little struc­
turing of sibling interaction by the elder child due to the 
severity of his disability, mothers focussed on providing 
such control (mainly for the younger sibling) by taking on a
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directive/facilitative role. On the other hand, when direc­
tion was provided by the elder siblings, mothers were more 
likely to encourage initiative and active involvement, at 
least in those situations where the younger target child was 
likely to be successful (i.e. among normal and, more 
especially, among mildly handicapped children).
There was a significant three-way interaction (T- 
Child sex X birth order X degree of handicap: F(39,297)=
1.80, p <0.01). Univariate analyses indicated that maternal 
attempts to involve the children in the activity were parti­
cularly strong in groups where the target child was the 
younger dyad member, mildly handicapped and female.
b) Sex of Sibling
Sibling sex generally appeared to have a lesser 
impact on behaviour than did the sex of the target child. 
The multivariate analysis indicated that the main effect of 
sibling sex was non-significant. There was, however, a sig­
nificant birth order by sibling sex interaction (F(13,100)= 
2.28, p= 0.01; Table I.10, Appendix I). At the univariate 
level, sibling directive/facilitative behaviours, though 
generally more frequent among older siblings, were found to 
be significantly higher among older girls. Furthermore, 
sibling interaction and attention-seeking behaviours, which 
were generally higher for younger siblings, were highest 
among younger brothers and least for older brothers, with 
sisters at intermediate levels. The sibling sex by handicap 
interaction was non-significant.
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The regrouping of scores on the basis of sibling sex, 
rather than target child sex, did not alter the statistical 
findings substantially. Birth order effects were again sig­
nificant (F(13,100)= 5.14, p<0.001), as were the effects of
the degree of handicap (F(13,100)= 5.92, p<0.001), while
univariate tests produced very similar results.
More specifically, directive behaviours were found to 
be higher among elder target children while co-operation was 
more frequently displayed by younger target children. 
Siblings were more directive and aggressive when they were 
the elder members of the dyad, and more likely to be mobile 
and off-task when they were younger. Adults were more 
frequently directive in groups where the target child was 
the elder of the two children. All differences were similar 
to those found in the analysis based on the sex of the 
target child, except for two sets of behaviours, sibling co­
operation and adult attempts to involve the children in the 
activity, which were not significantly different.
With regard to the degree of handicap of the target 
child, univariate analyses yielded the same result patterns 
as analyses based on target child sex.
The multivariate birth order by handicap interaction 
was significant (F(39,297)= 2.07, p<0.001). Univariate
results did not show the differences in adult behaviours 
found in the analysis based on target child sex. However, 
directive behaviours among target children were again 
highest when the child was the elder of the two siblings, 
except in cases of severe handicap where the relationship
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was reversed. Task absorption by the target child tended to 
decrease with increasing handicap when the child was the 
younger of the two siblings, whereas it increased with 
handicap when the target child was the elder sibling, except 
in severe handicap where absorption dropped very steeply. 
A similar pattern of scores was obtained in the multi­
variate analysis based on target child sex, but differences 
did not attain significance.
Multivariate three-way interaction effects were non­
significant.
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4. BEHAVIOUR SEQUENCE ANALYSIS
A major aim of the present study was to look for the 
direct influences that siblings (and, secondarily, adults) 
exerted on one another's behaviour and for patterns of 
behaviours which were characteristic of the various sub­
groups. One method of establishing behaviour contingencies 
in interactive situations is sequential analysis, which 
examines relationships between behaviours in terms of tem­
poral propinquity, i.e. which behaviours immediately precede 
or follow a particular behaviour.
The following analysis of sibling interaction was 
carried out using a binomial sequential analysis package 
(Behaviour Sequence Analysis Package: BESAP-1; Hammond,
1987). For this analysis, raw data are first tabulated into 
a transition matrix which sets out the number of times that 
each behaviour follows every other behaviour. The analysis 
is then based on the probability of one behaviour following 
another given the overall sequence of behaviours. Associa­
tions between behaviours which are more common than would be 
expected by chance are then extracted using a binomial 
analysis of the transition matrix (Browne, 198^). Matrices 
displaying z scores obtained through the binomial analyses 
are included in Appendix J.l (Tables J.1.1 to J.1.14).
Matrices of z scores from the behaviour sequence 
analyses were also compared to one another to establish 
differences in behavioural sequences between handicap and 
control families and also between groups within the handicap
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and control sample. Comparisons of matrices were carried out 
using the Behaviour Sequence Analysis Programme (BESAP-2, 
Hammond, 1988).
The discussion which follows is based on the compari­
son matrices (Tables J.2.1 to J.2.7, Appendix J.2), where 
differences are based on the relative frequency of a parti­
cular behavioural sequence in one group compared to the 
other group. However, in order to avoid constantly 
repeating that a sequence was more frequently observed in 
group A as compared to group B, the statement is made that 
the sequence is more likely to occur in group A and the 
comparison is implied. Only differences at or beyond the .05 
level of significance are referred to in the discussion.
a) Group 1 (Target Child 2-5 years, Sibling Older)
In Group 1, attempts by the younger target children 
to direct their elder siblings were generally unsuccessful 
and liable to lead to sibling aggression in both handicap 
and control groups (see Tables J.1.3. and J.1.9, Appendix 
J.l). Directive attempts by the target children were, 
however, more likely to be countered by sibling directive­
ness in handicap dyads (z=3.81, p<0.001; Table J.2.1, Appen­
dix J.2), whereas in control dyads they were more likely to 
elicit sibling restlessness and attention-seeking behaviours 
directed towards the adult (Sib Mobility: z=2.78, p<0.01)
and adult attempts to reassure the children and re-involve 
them in the ongoing activity (Adult Involves: z=3.75,
p<0.001).
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Target children's involvement in the task and co­
operation with their siblings was more likely to persist in 
control dyads (T-C Co-operates: z=2.86, p<0.01), making it
correspondingly less likely that adults would intervene with 
attempts to facilitate control children's on-task behaviours 
or their interactions with one another (Adult Directs/ 
Facilitates: z=2.48, p<0.05).
Target-Normals were liable to become wholly absorbed 
in the ongoing activity for longer periods than disabled 
children (z=4.40, p<0.001). However, they also tended to
follow periods of absorption with co-operative behaviours 
directed towards their siblings (z=4.77, p<0.001) and with
attempts to direct their siblings and encourage their parti­
cipation in the activity (z=2.45, p<0.05). On the other
hand, self/task absorption among handicapped children was 
more likely to lead to sibling aggressiveness (z=2.63, 
p<0.01) or to attempts by the Sibs-Hand to intervene in a 
controlling manner (Sib Directs: z=2.12, p<0.05). Adults
were also more likely to intervene in handicap dyads, 
imposing greater control (z=3.09, p<0.01) and making more
attempts to encourage the target children to interact (Adult 
Involves: z=2.10, p<0.05).
Target child aggressiveness was apparently more dis­
ruptive for handicapped children as it was more liable to be 
followed by restless, wandering behaviour and attempts to 
gain adult attention by the disabled child (z=2.00, p<0.05). 
Target child mobility was more likely to provoke siblings in 
handicap dyads to seek the attention of the disabled child
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and to try to collaborate with him (Sib Co-operates: z=2.44, 
p<0.05).
Sibling directive behaviours were more likely to 
persist in handicap dyads (z=4.66, p<0.001), although they
were less likely to be complied with. Instead, disabled 
children either responded to sibling directions with direc­
tives of their own (z=5.18, p<0.001) or else they ignored
them, becoming absorbed in their own exclusive concerns (T-C 
Self/Task Absorbed: z=3.07, p<0.01). Possibly due to their
relative lack of success in gaining the compliance of the 
disabled child, Sibs-Hand were more likely to follow direc­
tive behaviours with restless wandering and attempts to 
engage adult attention through disruptive behaviours (Sib 
Mobility: z=1.99, p<0.05). Sibs-Normal were only slightly
more successful at directing Target-Normals, and were liable 
to follow their directive efforts with dependency behaviours 
(Sib Self/Task Absorbed: z=2.56, p<0.05). Adults in control
dyads were more likely to respond to sibling efforts at 
directing the interaction with attempts to enhance the 
effectiveness of the elder sibling as a leader (Adult 
Directs/Facilitates: z=3.88, p<0.001).
Sibling aggression was more likely to persist in 
handicap dyads (z=2.50, p<0.05) or else to be followed by
attempts by the sibling to direct the target child (Z=3.09, 
p<0.01). Target children in handicap dyads were more likely 
to respond to sibling aggression by withdrawing from the 
interaction and focusing on the task (z=3.59, p<0.001).
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Sibling mobility (which was also associated with 
disruptive and adult-oriented behaviours) was more liable to 
be followed by directive/facilitative behaviours towards 
target children, i.e. by attempts to resume co-operative 
play, in control dyads (z=2.27, p<0.05).
Sibling co-operative behaviours elicited similar 
responses in handicap and control groups, with two excep­
tions. In control dyads such behaviours were more likely to 
be followed by the target child continuing to be absorbed in 
his own activities (z=2.40, p<0.05), whereas in handicap
dyads they were more frequently followed by target child 
mobility (z=2.24, p<0.05).
Sibling self/task absorption, which was very strongly 
associated with dependency behaviours, exerted a more 
pervasive effect in control dyads. Target-Normals were more 
likely than handicapped children to respond either by 
ignoring their sibling and focusing on the task, or by 
becoming aggressive (z=2.60, p<0.01; z=2.22, p<0.05). Sibs-
Norm were more likely than Sibs-Hand to follow periods of 
task absorption with attempts at facilitating target child 
participation and with co-operative behaviours (z=2.91, 
p<0.01; z=2.25, p<0.05), though they were also more likely
to become disruptive and to wander around (z=2.02, p<0.05).
Adult behaviours elicited largely similar responses 
in Group 1. However, maternal directive/facilitative efforts 
were more liable to be followed by non-compliance by the 
target child and by the child turning more towards his 
sibling for assistance in handicap dyads (z=2.64, p<0.01).
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Similarly, adult attempts at encouraging participation in 
the activity, were more liable to elicit aggressive beha­
viours from handicapped children (z=3.04, p<0.01), possibly
because they were more frequent.
Summary of Group 1 Differences
In Group 1, the older siblings were more likely to 
attempt to direct handicapped children. However, their 
interventions were liable to be highly intrusive and aggres­
sive in nature and they were generally not complied with by 
the target children. Although sibling directiveness was no 
more successful among control dyads, Sibs-Norm were less 
likely to direct and more likely to try to elicit the co­
operation of Target-Normals.
Target-Normals were more likely both to co-operate 
with their siblings and to seek sibling co-operation, so 
that interaction in control dyads was predominantly egalita­
rian in nature. Target-Normals were also more likely to be 
involved in the ongoing activity, so that they tended to 
elicit less adult intervention than did disabled children.
It is interesting to note that control mothers were 
more likely to intervene following attempts by either of 
their children to direct the ongoing activity, attempting to 
enhance the effectiveness of the older sibling and to ensure 
the continuing involvement of the younger target child, i.e. 
they encouraged assertiveness while attempting to maintain 
the interaction between their children. Mothers of disabled 
children, on the other hand, tended to be more task-oriented
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and were more liable to intervene when their handicapped 
child was engaged in play, possibly in response to the 
child's bids for attention (which were not necessarily 
directed towards the mother), or as a reaction to the poorer 
quality of the play. However, adult intervention appeared to 
have been perceived as intrusive and in excess of what was 
actually desired by disabled children, for it was signifi­
cantly more likely to give rise to negative reactions on 
their part.
b) Group 2 (Target Child 6-9 years, Sibling Older)
In Group 2, attempts by the target child to direct 
his older sibling were again highly likely to elicit aggres­
sive responses in both handicap and control dyads (Tables 
J.1.4. and J.1.10, Appendix J.l). However, disabled children 
were more likely than Target-Normals to follow directive 
attempts by becoming absorbed in play (z=2.09, p<0.05; Table 
J.2.2, Appendix J.2) or by moving around, often in order to 
obtain play materials or to seek adult attention (z=2.09, 
p<0.05). Target child co-operative play was also more likely 
to be followed by a period of mobility among disabled chil­
dren (z=2.09, p<0.05).
Target child absorption in play was generally asso­
ciated with lack of responsiveness towards the sibling (see 
Tables J.1.4 and J.1.10, Appendix J.l). Though task absorp­
tion was more likely to persist among Target-Normals (z=3.29 
p<0.01; Table J.2.2, Appendix J.2), they were also more 
likely to follow a period of absorption with co-operative
265
play (z=2.24, p<0.05). Task absorption among the disabled,
on the other hand, was more liable to elicit aggressive and 
directive behaviours from the Sib-Hand (z=2.73 and z=2.81, 
p<0.01) and maternal attempts to encourage interaction 
(z=2.36, p<0.05).
Target child aggression was generally followed by 
sibling aggression (see Tables J.1.4. and J.1.10) but it was 
more liable to lead to sibling attempts at directing the 
target child in handicap dyads (z=2.12, p<0.05; Table
J.2.2).
Mothers were more liable to respond to mobility among 
target children with controlling behaviours in normal dyads 
and with directive and facilitative behaviours in handicap 
pairs (z=3.19 and z=2.68, p<0.01). Sibs-Hand, possibly
taking their cue from corresponding adult behaviour, were 
more likely to seek the attention of the disabled child and 
try to induce him to collaborate with them when the child 
was moving around (z=2.86, p<0.01). Disabled children were
more likely to initiate interaction, through attempts to 
direct and co-operate with their siblings, following a 
period of mobility (z=2.17 and z=2.35, p<0.05).
Sibling directive behaviour was much more likely to 
persist in handicap dyads (z=3.94, p<0.001). However, handi­
capped target children were more likely than Target-Normals 
to ignore the attempted intervention and to continue playing 
on their own (z=2.64, p<0.05). Sibling directives were more
liable to be followed by adult facilitation in normal dyads 
(z=3.03, p<0.01).
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Sibling aggression was more likely to be ignored by 
disabled children (z=3.15, p<0.01), but was more likely to
lead to co-operative behaviours from Target-Normals (z=2.08, 
p<0.05) . Siblings were more liable to follow aggression with 
attempts at directing and facilitating the target child in 
handicap dyads (z=2.32, p<0.05). Sibling mobility did not
elicit significantly different behaviours in handicap and 
control groups.
Co-operative behaviours by the siblings were far more 
likely to persist among Sibs-Normal (z=4.76, p<0.001),
whereas in handicap dyads they were more liable to elicit 
maternal attempts at involving the target child in the 
activity (z=2.71, p<0.01), although there were no signifi­
cant differences in target child response.
Dependency behaviours and task absorption by the 
siblings were more prolonged among Sibs-Normal (z=2.84, 
p<0.01) and were more liable to be followed by attempts to 
direct the target child and engage him in the activity 
(z=2.62, p<0.01). However, they were also more liable to
lead to aggressive behaviours by siblings in normal dyads 
(z=1.97, p<0.05), possibly due to the relative lack of adult 
responsiveness experienced by these siblings, for mothers in 
handicap dyads were more likely to repond to such bids with 
facilitative behaviours (z=2.34, p<0.05).
Handicapped children were significantly more likely 
to comply with adult directives and attempts to involve them 
in the ongoing activity (both z=2.05, p<0.05). They were
also more likely to respond to maternal efforts at involving
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them with aggressive behaviours (z=2.86, p<0.01) or with
attempts at directing their siblings, too, to participate in 
the activity (z=3.33, p<0.001). There were no significant
differences in the children’s response to adult control.
Summary of Group 2 Differences
As in Group 1, attempts by the younger target 
children to direct their elder siblings were unsuccessful. 
In the case of disabled children, such attempts tended to be 
followed by the child withdrawing from the interaction and 
becoming self- or task-absorbed. This withdrawal of the 
disabled child was apparently unacceptable, for it provoked 
sibling aggression and also elicited attempts to re-engage 
and direct the disabled child by both siblings and mothers 
in handicap dyads.
Although task absorption was more liable to be pro­
longed among normal target children, it was also more likely 
to be followed by co-operative behaviours directed towards 
the siblings and was generally more acceptable, possibly 
because it did not exclude the siblings as fully or, 
perhaps, because play was more appropriate.
Reactions to target child mobility also differed, 
with mothers tending to criticise the behaviour among normal 
target children and to attempt to redirect handicapped 
children. It is possible that mothers had greater expecta­
tions for concentrated, self-directed activity from normal 
children and were therefore more liable to be critical when 
their offspring wandered about and approached them than were
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mothers of disabled children who expected to have to guide 
and assist their youngsters. Mobile disabled children were 
certainly more involved, more co-operative and assertive and 
more likely to elicit sibling co-operation, probably because 
they were less severely handicapped and thus capable of more 
egalitarian interaction.
Siblings tended to intervene more frequently in 
handicap dyads, taking on a directive role and attempting to 
facilitate the disabled child's participation. In control 
dyads, siblings were more likely to display co-operative 
behaviours, taking turns in directing activities, sometimes 
complying with but also resisting the demands of the target 
child, and generally maintaining a less hierarchical stance.
Mothers were also more likely to intervene in 
handicap dyads, attempting to encourage their children to 
interact with one another and to participate in the ongoing 
activity. Compliance with maternal directives was generally 
highest among disabled children.
c) Group 3 (Target Child 6-9 years, Sibling Younger)
Directives issued by the elder target children were 
significantly more likely to lead to compliant, co-operative 
responses by control siblings (Z=7.11, pcO.OOl) and were 
thus also more liable to persist among control dyads 
(z=3.00, p<0.01; see Table J.2.3, Appendix J.2). In handicap 
pairs, target child directives were more likely to be 
followed by siblings becoming disruptive, moving around
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aimlessly and seeking adult attention (z=2.10, p<0.05) and
by the disabled child withdrawing into himself and focusing 
on the task (z=2.79, p<0.01). This lack of effectiveness
also evoked high levels of maternal facilitation and control 
in the handicap group (z=4.64, pcO.OOl; z=2.49, p<0.05).
Target child co-operation, which was predominantly 
associated with bids for sibling attention, was more likely 
to lead to sibling aggression in handicap dyads (z=2.04, 
p<0.05), probably due to the greater dependency of the 
disabled child. The disabled child was more liable to follow 
his unsuccessful bids for sibling attention by withdrawing 
from the interaction (z=2.91, p<0.01), while mothers tended
to respond by intervening in a largely controlling and int­
rusive manner (z=2.02, p<0.05).
Self- or task-absorption by the disabled child tended 
to elicit maternal attempts to reassure the child, to wean 
him from his isolation and facilitate more interactive play 
(z=4.39, p<0.001; z=1.98, p<0.05). Similarly, Sibs-Hand were 
more likely to seek to involve their disabled sibling in 
co-operative play in response to the child's withdrawal 
(z=2.35, p<0.05). Among Target-Normals, on the other hand, a 
period of self- or task absorption was more liable to be 
followed by the target child himself attempting to elicit 
the co-operation of his sibling (z=2.04, p<0.05).
Target child aggression was more liable to be ignored 
by siblings in control dyads (z=2.94, p<0.01), but otherwise 
did not give rise to significant differences between handi­
cap and control groups.
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Target child mobility tended to provoke sibling mobi­
lity in control dyads (z=2.23, p<0.05)/ whereas it was more
liable to be ignored by siblings in disabled dyads (z=2.42, 
p<0.05). The disabled child was more apt to follow a period 
of mobility with efforts to gain sibling attention and 
collaboration (z=2.46, pcO.05), while adults intervened more 
frequently with attempts to facilitate the disabled child’s 
re-engagement in appropriate play (z=2.08, p<0.05).
Attempts by the younger siblings to direct the elder 
target children were more likely to be countered by control­
ling and aggressive behaviours from Target-Normals (z=3.74, 
pcO.OOl; z=2.28, p<0.05). In handicap dyads, sibling direc­
tives were more liable to be followed by sibling aggression 
(z=3.28, pcO.Ol), suggesting that the immature Sibs-Hand 
experienced considerable frustration in the more difficult 
task of facilitating the play of a disabled sibling.
Sibling aggression was more likely to lead to com­
pliance from disabled children (z=3.13, pcO.Ol). Sib-Hand 
aggression was also more likely to be followed by prosocial 
facilitative behaviours (z=3.34, pcO.OOl), so that Sibs-Hand 
generally alternated between prosocial and coercive attempts 
at directing their disabled sibling.
Sibling mobility was liable to be ignored by the 
target child in control dyads (z=2.12, pc0.05), whereas it
was highly likely to be followed by sibling aggression in 
handicap dyads (z=3.08, pcO.Ol), indicating that mobility 
among Sibs-Hand was associated with more generally disrup­
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tive behaviour, again possibly due to the greater frustra­
tion experienced by these siblings.
Sibling bids for target child attention and co­
operation were significantly more likely to be successful in 
control dyads (z=5.15, p<0.001). In handicap dyads mothers
tended to provide the necessary directions (z=2.78, p<0.01), 
probably in an attempt to compensate for the relative inabi­
lity of the disabled child to respond appropriately.
Self- or task-absorption by the siblings tended to be 
followed by the siblings making attempts to facilitate the 
participation of the target child in control dyads (z=4.11, 
p<0.001), though it was also more likely to be prolonged 
(z=3.13, p<0.01). Target-Normals were more liable to respond 
to sibling absorption by themselves becoming task-absorbed 
(z=2,86, pcO.Ol), so that both siblings were intensely 
engaged in the activity with minimal interaction, but they 
were also more likely to become aggressive (z=2.35, p<0.05). 
In handicap dyads, sibling absorption was liable to lead to 
the disabled child wandering about and seeking adult 
attention (z=3.20, pcO.Ol) and to maternal attempts to 
direct the siblings and control the target children (z=3.64, 
pcO.OOl; z=3.18, pcO.Ol), so as to facilitate their inter­
action.
Maternal intervention, whether directive, encouraging 
or controlling, was significantly more likely to lead to 
sibling co-operation in handicap dyads (z=3.87, pcO.OOl; 
z=2.73, pcO.Ol; z=1.98, pc0.05). Disabled children were also 
more likely to accept maternal control (z=2.72, pcO.Ol) but,
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more importantly, maternal directive and controlling beha­
viours succeeded in stimulating the elder disabled children 
to become more assertive toward their younger siblings 
(z=6.66, pcO.OOl; z=2.71, pcO.Ol).
Summary of Group 3 Differences
In Group 3, elder Target-Normals displayed great 
efficiency in directing their younger siblings, whereas 
disabled children were incapable both of directing their 
siblings and of engaging them in co-operative play. This 
difficulty in fulfilling the leadership role, led disabled 
children to withdraw from sibling interaction and to immerse 
themselves in isolated play and self-talk.
Young Sibs-Normal frequently challenged the supremacy 
of the normal target child and attempted to assert their 
views, but they were generally accepting of the leadership 
of the elder child, seeking his attention, accepting his 
control and complying with his directives. Children in 
control dyads were also more likely to model their behaviour 
on that of their partners, so that target child mobility 
precipitated sibling mobility and sibling task-absorption 
allowed for similar absorption among Target-Normals.
Conversely, due to the ineffective dominance of the 
disabled child, Sibs-Hand found the leadership role inesca­
pably thrust upon them. The fact that they were ill-prepared 
to assume this role emerges clearly from their ambivalent 
attempts to direct the disabled child, alternating between
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prosocial and coercive approaches. Sibs-Hand also appeared 
to experience considerable frustration in attempting to
assume the dominant position, both due to the greater diffi­
culty of guiding and controlling a handicapped child and due 
to their immaturity and lack of an appropriate peer on whose 
directive behaviours they could model their own.
Maternal intervention assumed particular relevance
and importance for handicap dyads in Group 3, providing
much-needed guidance and structure for the younger Sibs- 
Hand, encouraging assertiveness in the disabled and ensuring
that some level of interaction was maintained between the
two children. Furthermore, young Sibs-Hand, taking their cue 
from their mothers, responded to withdrawal by the disabled 
child with attempts to involve him in co-operative play.
d) Group 4 (Target Child 9-12 years, sibling Younger)
In Group 4 (Table J.2.4, Appendix J.2), directions 
from the elder target child were far more effective in 
eliciting sibling co-operation among control dyads (z=5.70, 
p<0.001). Target-Normals were therefore more liable to per­
sist in directive behaviours (z=4.30, pcO.OOl). However,
Sibs-Normal were also more likely to follow target child 
directives by issueing directives of their own (z=2.12, 
p<0.05), thereby maintaining an active role in the pro­
ceedings .
Although disabled children became more effective at 
eliciting sibling compliance over time (see Tables J.1.5 and
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J.1.6, Appendix J.l) they did not attain the proficiency 
displayed by Target-Normals. This relative inability of the 
disabled child to effectively direct his younger sibling, 
often led the child to cease his activity and to wander 
about (z=2.03, p<0.05) and also elicited strong maternal
intervention (A Directs: z=3.88, A Controls: z=3.72, both
p<0.001; A Involves: z=2.17, p<0.05).
Co-operative behaviours by the target child and 
compliance with sibling directives were more likely to be 
followed by the target child directing his sibling in 
control dyads (z=3.25, p<0.01), so that control pairs were
essentially taking turns in initiating and guiding the 
interaction. Conversely, among handicap dyads, co-operative 
behaviours by the disabled child were more liable to be 
followed either by the disabled child moving away from the 
activity and seeking adult attention (z=3.90, p<0.001), or
by the child becoming highly involved in play or self-talk 
and ignoring his sibling (z=2.99, p<0.01). Adults were more
likely to intervene with attempts to re-involve the target 
child in the interaction in handicap dyads (z=2.52, p<0.05).
Self/task absorption by target children tended to be 
followed by co-operative overtures towards the siblings in 
control dyads (z=2.64, p<0.01). In handicap pairs, periods
of absorption were highly likely to elicit adult interven­
tion (A Controls: z=3.15, A Involves: z=2.96, both p<0.01;
A Directs: z=2.33, p<0.05). However, disabled children were
also likely to follow periods of absorption with attempts at 
directing their siblings (z=2.33, p<0.05).
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Target child aggression was more liable to be coun­
tered with sibling aggression among normal dyads (z=2.10, 
p<0.05). Aggression by the handicapped child did elicit some 
aggression from the siblings (see Table J.1.6, Appendix J.l) 
but was far more likely to lead either to the Sib-Hand 
attempting to cajole the disabled child and re-direct him 
into appropriate play, or to the Sib-Hand disrupting the 
activity and moving away (z=2.44 and z=2.39, p<0.05).
Target child mobility was more likely to be followed 
by the child attempting to direct and control his sibling in 
handicap dyads and was also associated with more frequent 
attempts by Sibs-Hand to gain the attention of the disabled 
child and engage him in co-operative play (both z=2.11, 
p<0.05).
Sibling directive/facilitative behaviours were more 
likely to be prolonged among handicap pairs (z=2.30, 
p<0.05), whereas they were more likely to elicit target 
child directives in control dyads (z=2.16, p<0.05), thus
continuing the pattern of alternating dominance already 
noted above.
Sibling aggression was again more liable to provoke 
target child aggression among normal pairs (z=3.58, pcO.OOl) 
and was also more likely to be followed by the Sib-Normal 
engaging in disruptive behaviour or in aimless gross motor 
activity (z=2.11, p<0.05). In handicap pairs, aggression by
Sibs-Hand elicited compliance from disabled children 
(z=3.87, pcO.OOl) and maternal attempts to facilitate the 
interaction (z=2.37, pco.05). Similarly, sibling mobility
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and disruptive behaviour tended to evoke compliant, co­
operative behaviours in disabled children (z=2.77, p<0.01),
indicating that disabled children were generally more sub­
missive in response to coercion than were normal controls.
Sibling compliance and co-operation were more likely 
to persist among control dyads (z=4.36, p<0.001), but were
also more liable to be followed by Sib-Normal directives 
(z=2.26, p<0.05). Moreover, sibling co-operation was liable
to elicit both directive and co-operative behaviours from 
Target-Normals (z=4.13, p<0.001; z=2.06, p<0.05), so that in 
control dyads there was close collaboration between the two 
children with each child alternately assuming and cedeing 
the directive role. On the other hand, co-operative over­
tures by siblings in handicap dyads were less likely to be 
successful and tended to precipitate a period of mobility 
and disruptive behaviour among both siblings and disabled 
children (z=4.40, pcO.OOl; z=2.23, p<0.05), as well as
maternal attempts to direct and facilitate the interaction 
(z=3.11, p<0.01).
Sibling self/task absorption was more likely to be 
followed by the Sib-Hand making attempts to include the dis­
abled child in the activity (z=2.93, pcO.Ol). It was also 
more likely to evoke maternal intervention in handicap dyads 
(z=2 .37, pcO.05).
Maternal intervention was generally highest among 
handicap pairs and was more liable to be responded to by 
disabled children. Both Sibs-Hand and disabled children were 
more likely to respond to maternal direction/facilitation by
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engaging in co-operative play (z=2.92, pcO.Ol and z=2.26, 
p<0.05). Controlling behaviours by the mother were most 
likely to lead to co-operative behaviours from the disabled 
child (z=4.36, pcO.OOl), though they also elicited aggres­
sive responses (z=2.04, pcO.05). Adult attempts to involve
their children in the activity were effective in inducing 
task absorption among disabled children (z=2.18, pc0.05),
but were ineffective among control dyads and hence tended to 
be prolonged (z=2.38, pcO.05).
The finding from the Group 3 data, that maternal 
intervention tended to be followed by the elder handicapped 
child becoming more assertive, was replicated in Group 4 for 
all three adult behaviours (A Directs: z=4.26, pcO.OOl; A
Controls: z=2.78, pcO.Ol; A Involves: z=2.20, pc0.05).
Summary of Group 4 Differences
In Group 4, the most striking difference between the 
groups was the consistent pattern of alternating dominant 
and compliant behaviours displayed by control pairs, a 
pattern which was not replicated by handicap dyads. Control 
pairs developed a close, collaborative style, with each 
dyad member assuming responsibility for maintaining the 
interaction, regardless of birth order. Maternal interven­
tion was minimal in these dyads and was generally apt to be 
ignored.
In handicap dyads, the relative inability of the dis­
abled child to effectively lead the interaction resulted in
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the siblings taking over much of the responsibility for 
direction. However, the unsatisfactory nature of this arran­
gement was clearly evidenced by the high levels of aimless 
wandering and disruptive behaviours displayed by both dyad 
members. Both children tended to appeal to the mother for 
attention and assistance, but mothers were also very likely 
to intervene on their own initiative.
Maternal intervention in handicap dyads was clearly 
an attempt to engage the children in co-operative activity, 
as it reliably followed either the failure of one of the 
dyad members to involve the other in play, or one of the two 
children bcoming highly self/task absorbed and thereby 
tending to ignore his sibling. Overall, maternal interven­
tion appeared to be desired by children in handicap dyads. 
Disabled children were particularly likely to comply with 
maternal directives and also displayed greater assertiveness 
when bolstered by maternal guidance.
e) Overview of Birth Order Differences
Tables J.2.5. and J.2.6. (Appendix J.2) respectively 
present comparisons between handicap and control dyads for 
pooled data from Groups 1 and 2, where the target children 
were the younger dyad members, and Groups 3 and 4 where they 
were the elder children.
Two differences are immediately evident on scanning 
the Tables. The first is that there were far fewer differen­
ces between handicap and control pairs when the target child 
was the younger of the two siblings, i.e. when there was an
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effective elder sibling to direct the proceedings. Secondly, 
that adult intervention was highest when the handicapped 
child was the elder of the two children, with mothers attem­
pting to maintain the interaction between the siblings by 
compensating for the deficiencies of the disabled child in 
the leadership role.
Sibling co-operation with target child directives was 
generally higher in control dyads, though differences were 
more pronounced in Groups 3 and 4 (z=9.00, pcO.OOl versus 
z=2.65, pcO.Ol), indicating that the expected compliance of 
younger siblings to demands by the older child was disrupted 
by the presence of handicap.
Siblings were generally more likely to direct target 
children in handicap dyads, but differences between handicap 
and control dyads were especially pronounced in groups where 
the siblings were the elder children. Thus, directive and 
facilitative behaviours usually to be expected from elder 
children were much increased by the presence of a disabled 
younger sibling and tended to persist (z=6.07, pcO.OOl). 
Directive behaviours by the younger siblings were also more 
likely to persist in handicap dyads, but differences were 
not as pronounced (z=2.83, pcO.Ol). Whereas elder Sibs-Hand 
tended to accept their leadership role, younger Sibs-Hand 
were more likely to respond to increased demands for atten­
tion from their elder disabled siblings with aggressive and 
disruptive behaviours (z=2.24, pc0.05; z=2.95, pcO.Ol).
The interplay of directive and compliant behaviours, 
with dyad members alternately directing the activity and
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following the other's instructions, was one of the most 
important differentiating features between handicap and 
control dyads in groups where the target child was the elder 
of the two siblings (Groups 3 and 4). Since groups having 
younger target children (Groups 1 and 2) showed few such 
differences between handicap and control dyads, the lack of 
role interchange between siblings was clearly due to the 
incapacity of the elder disabled child to effectively take 
on a directive role.
Given the lack of effective peer leadership in groups 
with an elder disabled child, maternal intervention assumed 
greater importance. Both handicapped children and Sibs-Hand 
were more likely than their controls to comply with maternal 
demands and, furthermore, adult intervention encouraged 
elder disabled children to become more assertive towards 
their younger siblings (see Table J.2.6, Appendix J.2). 
Differences were far fewer and less clear-cut in groups 
where the disabled child was the younger dyad member, with 
handicap pairs displaying behaviours more closely resembling 
the self-sufficiency of control dyads.
f) Differences between Handicap and Control Groups
Table J.2.7. (Appendix J.2) presents differences in 
sequences of behaviour displayed by handicap and control 
dyads, based on pooled data from all four groups.
Directive behaviours by target children were signi­
ficantly more likely to persist and to elicit sibling co­
operation in control dyads (z=6.01 and z=9.67, pcO.OOl). On
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the other hand, directive behaviours by disabled children 
were more liable to provoke sibling aggression (z=2.44, 
p<0.05) and to elicit adult attempts at facilitating and 
controlling the dyad's interaction (z=5.89, p<0.001; z=3.10, 
pcO.Ol). Disabled children themselves, possibly due to their 
lack of effectiveness, were liable to follow their attempts 
at direction either by moving around or by withdrawing into 
the activity and seeking adult attention (T-C Mobile: z=3.45 
pcO.OOl; T-C Self/Task Absorbed: z=2.22, pc0.05).
Co-operative initiatives by target children, which 
included bids for sibling attention, were more likely to 
elicit sibling directives in control pairs (z=2.41, pc0.05). 
In handicap dyads, such initiatives were more liable to 
precipitate aggressive and disruptive behaviours among the 
siblings (z=2.37, pc0.05; z=2.62, pcO.Ol) and to lead to
controlling behaviours from the mothers (z=2.39, pc0.05).
Self or task absorption in target children was more 
likely to be prolonged in control dyads (z=4.54, pcO.OOl), 
though Target-Normals were also more likely to follow a 
period of absorption with attempts to involve their siblings 
in their activities (T-C Co-operates: z=5.79, pcO.OOl; T-C
Directs: z=2.25, pc0.05). Among handicap pairs, absorption
by the disabled child was liable to be followed by a period 
of mobility (z=2.34, pc0.05). Sibs-Hand were more liable to
intervene in a directive/facilitative or aggressive manner 
(z=3.57 and z=3.56, pcO.OOl), though they were also more 
likely to try to co-operate with the disabled child (z=1.99, 
pc0.05). Adults in handicap dyads showed high levels of
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intervention in response to absorption by the disabled 
child, attempting to involve the child in the activity and 
to control and facilitate his participation (z=5.58, z=3.30, 
pcO.OOl; z=2.22, pc0.05). Since handicapped children made no 
attempts to include their siblings in the activity (as did 
Target-Normals), mothers probably acted to keep the disabled 
child from becoming totally cut off from the interaction.
Aggression by the target child was liable to be 
followed by the child attempting to direct and control his 
sibling in normal dyads (z=2.56, pc0.05), while aggression
by the disabled child was more likely to elicit attempts by 
the Sib-Hand to contain the aggressive behaviour (Sib 
Directs: z=2.73, pcO.Ol).
A period of mobility by the disabled target child, 
far from being disruptive, was likely to be followed by the 
disabled child becoming more assertive (T-C Directs: z=2.98, 
pcO.Ol) and by co-operative behaviours from both members of 
the dyad (z=2.94 and z=3.22, pcO.Ol). However, Sibs-Hand 
were also more likely to ignore the mobile child and focus 
on the task (z=2.95, pcO.Ol), while mothers were liable to 
intervene with directions (z=2.21, pc0.05).
Siblings were far less likely to persist in directive 
behaviours in control dyads (z=7.08, pcO.OOl). Their direc­
tions were more liable to elicit aggressive responses from 
Target-Normals (z=2.48, pc0.05) and maternal attempts to
facilitate the interaction (z=4.41, pcO.OOl). Sibling direc­
tives were generally complied with by target children in 
both handicap and control dyads (see Tables J.1.1. and
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J.l.2, Appendix J.l) but they were more likely to be ignored 
by disabled children (z=4.48, p<0.01) so that Sibs-Hand were 
more liable to follow directive attempts with aggressive and 
negativistic behaviours (z=2.80, pcO.Ol).
Sibling aggression was more likely to provoke an 
aggressive response from normal target children and to lead 
to mobility and disruptive behaviours by Sibs-Normal (z=2.45 
and z=2.11, p<0.05). In handicap pairs sibling aggression
was more likely to be ignored, with disabled children focu­
sing on the activity or moving around and seeking adult 
attention (z=4.42, pcO.OOl; z= 2.39, pc0.05), though they
were also more likely to cede to aggressive demands (z=2.47, 
pcO.05). Mothers were more likley to intervene in handicap 
dyads (A Controls: z=2.36, pc0.05).
Sibling mobility was more liable to be associated 
with sibling aggression in handicap dyads (z=2.54, pc0.05).
Sibling co-operation and compliance was more liable 
to be prolonged in control dyads (z=5.57, pcO.OOl) and to be 
followed by sibling directives (z=2.06, pc0.05). It was also 
more likely to elicit both directive and co-operative beha­
viours from Target-Normals (z=6.54, pcO.OOl; z=2.04, pc0.05) 
thereby maintaining the pattern of alternating dominant and 
compliant behaviours so characteristic of control pairs. 
Conversely, among handicap dyads, sibling attempts to co­
operate with the disabled child more often led to both the 
children moving around aimlessly (Sib: z=3.42, pcO.OOl; T-C: 
z=2.99, pcO.Ol) and to high levels of maternal intervention 
(A Directs: z=2.77, A Involves: z=2.89, both pcO.Ol).
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Sibling self/task absorption was more likely to be 
prolonged in control dyads (z=3.43, p<0.001) and tended to
be followed by the target child also becoming absorbed 
(z=3.05, p<0.01), so that both children worked side by side
without communicating with one another, each intensely 
involved in his own activity. Sibs-Normal were also highly 
likely to follow periods of absorption either by attempting 
to facilitate target child participation in the activity 
(z=4.91, p<0.001) or by becoming mobile and disruptive
(z=2.74, p<0.01). Sibling absorption in handicap dyads was
more liable to lead to the disabled child moving around 
(z=3.18, p<0.01), though disabled children also sought to
participate in their siblings' activity (z=2.40, p<0.05).
Mothers were more liable to attempt to facilitate inter­
action between the children in handicap dyads (A Directs: 
z=4.19, p<0.001; A Involves: z=3.02, p<0.01).
Adult intervention, of whatever type, was more liable 
to lead to compliance among children in handicap dyads. Both 
disabled children and Sibs-Hand tended to comply with mater­
nal directives (z=3.87 and z=4.42, p <0.001) and to accept 
maternal control (z=4.15 and z=3.34, p<0.001). Maternal
attempts at involving the children in the activity elicited 
co-operative behaviours from Sibs-Hand and task involvement 
from disabled children (z=2.99 and z=3.13, p<0.01). The
increased frequency of compliant behaviours among handicap 
dyads is certainly associated with the higher frequency of 
directives issued by mothers in these dyads, but it also 
indicates that maternal intervention was more necessary to 
the maintenance of interaction between disabled children and
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their siblings and was therefore more likely to be accepted 
by them.
Maternal intervention was also instrumental in encou­
raging disabled children to become more assertive (z=6.68, 
z=3.60 and z=3.37, pcO.OOl). Mothers were clearly attempting 
to reduce the passivity of their disabled youngsters and to 
induce them to take a more active part in the proceedings. 
However, although they succeeded in activating the disabled 
child, such gains were temporary and could not be maintained 
by the cerebral palsied child.
Summary of Differences in Handicap and Control Groups
Overall, children in control dyads were more capable 
of directing one another effectively and were thus more 
likely to comply with each other's instructions. Though they 
often became aggressive and disruptive and challenged one 
another's supremacy, they generally tended to establish a 
closer-knit, more egalitarian pattern of interaction, which 
allowed for much appropriate task-related activity and 
necessitated considerably less adult intervention. Both dyad 
members engaged in long periods of parallel involvement in 
the ongoing activity, but both tended to periodically refer 
to each other, thereby maintaining contact.
In handicap dyads, interaction was more hierarchical 
in nature, with siblings taking on the directive role. The 
disabled child, accustomed to being directed, deficient in 
basic directive skills, and probably also lacking in the
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self-confidence necessary to challenge his sibling, either 
made no effort to assert his views or else gave up too soon. 
Mothers made frequent attempts to encourage a more active 
and assertive stance in their disabled children and were 
often temporarily successful. However, directives from dis­
abled children were generally unacceptable to their siblings 
and tended to provoke aggressive and disruptive responses, 
so that handicapped children soon withdrew from the attempt 
and contented themselves with following the lead of their 
siblings instead.
5. D I S C U S S I O N
The observations of sibling interaction supported the 
research hypotheses and also generated some indication of 
differences in the dynamics operating in handicap versus 
control sibling dyads.
Consistent with reports in the sibling literature, 
interaction in control dyads was characterised by higher 
directiveness by elder siblings and higher levels of com­
pliance by younger siblings. However, the younger children 
did not hesitate to challenge the authority of their elder 
siblings so that there was more frequent aggression in 
control dyads, but also an age-related increase in egalita­
rian and collaborative forms of interaction, with siblings
taking turns in directing each other and in modelling one
\
another's behaviour regardless of their birth order (see 
V.7. Hierarchical and Egalitarian Interaction).
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At older ages, siblings in control dyads displayed a 
close, collaborative style of interaction, becoming highly 
involved with one another and with the ongoing activity and 
eliciting very little adult intervention. While this deve­
lopment was in the expected direction, its presence became 
particularly pronounced in contradistinction to the patterns 
of interaction prevailing in handicap dyads.
Interaction in handicap dyads was largely complemen­
tary in nature. This was due to the disabled children who, 
as expected, displayed greater passivity and less assertive­
ness than normal controls, with differences becoming more 
apparent as the degree of handicap became more severe. 
Regardless of their birth order, their behaviour was more 
characteristic of the behaviour of second-born children, 
with high levels of prosocial and submissive behaviours and 
low frequencies of dominant behaviours, a finding consistent 
with that of Abramovitch et al (1987).
Disabled children tended to function more effectively 
when they were the younger members of the dyad, becoming 
more actively and assertively involved in the ongoing 
activity, and displaying fewer differences to controls in 
the quality of their interactions with their siblings. 
Conversely, handicapped children were highly ineffective as 
elder dyad members, exhibiting a lack of appropriate 
directive skills and a tendency to withdraw from sibling 
interaction by immersing themselves in isolated play, 
thereby creating a leadership vacuum which their younger 
normal siblings were called upon to fill.
288
This situation generated a great deal of stress, 
particularly among the youngest siblings in Group 3, who 
displayed ambivalent attempts at direction and heightened 
levels of aggression. However, over time, younger Sibs-Hand 
learned to cope more effectively and, whereas directive 
behaviours were not significantly different for handicap and 
control siblings in Group 3, in Group 4 Sibs-Hand exhibited 
far stronger directive tendencies than Sibs-Normal.
Directive behaviours by the siblings were likely to 
be aggressive and intrusive in nature, especially among very 
young siblings of disabled children. This finding is 
generally reported in the sibling literature (see V.3. 
Ascribed Role) and its greater intensity in handicap dyads 
can be attributed to the greater demands for direction 
placed on the siblings of a disabled child and the greater 
difficulty of directing a disabled child effectively.
As Sibs-Hand became older, however, they became 
increasingly nurturant, displaying far more prosocial and 
facilitative initiatives than their corresponding controls, 
a finding which was also reported by Abramovitch et al 
(1987). Particularly high levels of facilitative and direc­
tive behaviours were found among sisters who were older than 
their disabled siblings.
Though Sibs-Hand became increasingly nurturant and 
facilitative towards their disabled siblings, they were less 
likely to engage in co-operative behaviours than were normal 
controls and were also highly unlikely to seek assistance
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and attention from the disabled child, so that a hierarchi­
cal model of interaction was largely maintained.
Mothers were far more likely to display controlling 
behaviours towards handicapped children and were especially 
likely to intervene in dyads where the elder child was both 
disabled and young. This probably represented an attempt to 
compensate for the leadership vacuum observed in these dyads 
and to keep sibling interaction from faltering by providing 
the needed structure. Bell's (1974) homeostatic model could 
also account for the observed differences, with maternal 
intrusiveness constituting a lower limit control reaction 
(see H.B.2a. High Maternal Control).
Disabled children were generally more likely both to 
solicit maternal intervention and to comply with maternal 
directives. However, at older ages they tended to solicit 
more sibling attention, reflecting age-related gains in 
competence not only of the siblings but also of the disabled 
children themselves. The increased sibling orientation could 
also be due to the fuller development of the hierarchical 
model of interaction at older ages, which enabled these 
sibling dyads to function effectively with less need for 
adult intervention.
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C. BEHAVIOURAL RATINGS AND DIRECT OBSERVATION IN THE 
SCHOOL SETTING
Ratings of the children's behaviour within the school 
setting were first examined with respect to differences over 
time (initial and follow-up evaluations) and across raters 
(teacher versus psychologist ratings). Scores on the 
individual items of the Preschool Behaviour Checklist (PBCL) 
were converted into binary format for ease of interpreta­
tion and were analysed using Cohen's kappa (Maxwell, 1977) 
or chi square, while disability and class participation 
scores and item scores on the Social Behaviour Questionnaire 
(SBQ) were analysed using the Kolmogorov-Smirnov two-sample 
test. Data were also reduced by utilising several composite 
scores. In addition to the overall PBCL scores, various 
factor scores (see Sections 4 and 5 below) were also 
computed for each of the subjects. All comparisons based on 
composite scores were carried out using Student's t-test. 
Probabilities are two-tailed, unless otherwise indicated.
1) T I M E
There were no significant differences in teacher or 
in psychologist ratings from Time 1 (initial evaluation) to 
Time 2 (follow-up evaluation). This within-rater consis­
tency over time was found across all item analyses (i.e. 
disability and participation ratings, PBCL and BSQ scores) 
and for total PBCL scores (see Tables K.3.1 to K.3.6, 
Appendix K.3). Correlations between disability and class 
participation ratings at the two times ranged from 0.698 to
1.000 (all beyond p=0.001; see Table K.3.2, Appendix K.3),
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while correlations on the SBQ ranged from 0.475 to 0.924 
(all beyond p=0.02; see Table K.3.6, Appendix K.3). Agree­
ment on PBCL item scores and on scores above and below the 
cutoff point of 12 was also very high, with kappas ranging 
from 0.920 to 0.960 (see Table K.3.4, Appendix K.3).
The somewhat higher consistency of the psychologist's 
ratings over time were probably due to her more global 
evaluations of the children, whereas the teachers, in their 
day-to-day contact with the children, were more likely to be 
influenced by periodic fluctuations in their behaviour.
2) R A T E R
There were no significant differences between teacher 
and psychologist ratings at Time 1 across item analyses, 
total PBCL scores and PBCL scores above the cutoff (see 
Tables K.3.7 to K.3.12, Appendix K.3). Kappas on the PBCL 
item scores were high, ranging from 0.927 to 0.960 (see 
Table K.3.10, Appendix K.3). Correlations between rater 
scores at Time 1 ranged from 0.684 to 1.000 (all beyond p= 
0.001; see Table K.3.8, Appendix K.3) for disability and 
classroom participation ratings. Correlations on the SBQ 
items ranged from 0.433 to 0.921, all beyond the .05 
probability level, with one exception (Flexible/Adaptible r= 
0.345; see Table K.3.12, Appendix K.3).
At Time 2, there were no significant differences in 
teacher and psychologist total PBCL scores. Kappas on PBCL 
item scores and on PBCL scores above the cutoff ranged from 
0.930 to 0.961 (Table K.3.10, Appendix K.3). Correlations
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between teacher and psychologist disability and class 
participation ratings ranged between 0.550 and 1.000 (all at 
or beyond p=0.005; Table K.3.8, Appendix K.3). Comparisons 
of rater scores on the SBQ items (Kolmogorov-Smirnov, Table 
K.3.11, Appendix K.3) yielded no significant differences. 
Correlations between rater scores on the SBQ were mainly 
between 0.403 and 0.885 (at or beyond p=0.05) with eight 
exceptions: Solitary, Forthcoming, Seeks Teacher Attention,
Easily Distressed, Moody/Depressed, Worries, Upset by 
Teasing and Flexible/Adaptible (see Table K.3.12, App K.3).
The lower correlations between teacher and psycholo­
gist ratings at Time 2 are probably due to the fact that the 
psychologist is decreasingly present in the classroom as the 
school year progresses and the children settle down. As a
result her evaluations would tend to be closer to teacher
ratings earlier in the year whereas later on she would tend 
to be less aware of temporary fluctuations and to base 
ratings on more global impressions.
Regarding the 8 items with low correlations on the 
SBQ, Flexible/Adaptible also had low correlations at Time 1, 
indicating that there were differences in psychologist and 
teacher interpretation of the item. Teacher ratings on
Forthcoming indicated increases over time, while ratings on 
Solitary, Easily Distressed and Seeks Teacher Attention 
tended to decline over time, changes which reflected the 
children's adaptation to the school setting and which were 
in the expected direction. Finally, three behaviours:
Worries, Upset by Teasing and Moody/Depressed, would appear 
to have been influenced by situational factors.
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3) GLOBAL RATINGS
Correlations between the 3 global evaluations pro­
vided by the raters (overall handicap, effect of handicap on 
school work and effect of handicap on social participation) 
and between global ratings and intelligence (psychologist's 
evaluation) and between global ratings and summed disability 
scores were examined for teacher and psychologist data at 
Time 1 (Table K.3.13, Appendix K.3).
Intelligence was found to be uncorrelated with either 
global handicap ratings (r=0.002 for psychologist data and 
r=0.07 for teacher data) or summed disability scores (r=0.04 
for both raters). On the two class participation scores, the 
level of intelligence influenced the psychologist's ratings 
more than those of the teachers. Correlations between intel­
ligence and academic participation were non-significant 
(r=0.31 and 0.18 for psychologist and teacher ratings), but 
the psychologist's rating of social participation correlated 
significantly with the intelligence level (r=0.41, p(one- 
tail)=0.02) though teacher ratings did not (r=0.19).
The global handicap rating was highly correlated with 
the sum of the items measuring disability (r=0.93 and 0.97, 
respectively, for psychologist and teacher ratings). Both 
global evaluations of handicap and the sum of the disability 
scores were significantly correlated with the children's 
academic and social participation in class, but correlations 
were higher for the global handicap rating which subsumed 
factors such as child's intelligence level, distractibility, 
etc. in addition to his physical disabilities.
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Generally, teachers were more likely than the psycho­
logist to see handicap as influencing the children’s ability 
to participate in class. Correlations were highest for the 
effect of handicap on academic participation (r=0.70 and 
r=0.92) and moderate, though significant, for the effect of 
handicap on social participation (r=0.46 and 0.69 for psy­
chologist and teacher ratings, respectively). The two class 
participation ratings were also highly correlated (r=0.82 
and 0.83).
Since intelligence testing forms a basic part of the 
psychologist’s role within the Centre, it was to be expected 
that it would exert a stronger influence on her ratings than 
on those of the teachers, while teachers would be more aware 
of the day-to-day problems created by the children's 
disabilities. It would appear, however, that the psycholo­
gist's implicit expectation that intelligence could 
compensate for physical disability was overly optimistic.
4) S U B S C A L E  S C O R E S
As there were no significant rater differences at 
Time 1 and as Time 1 data would not be subject to bias due 
to repeated scoring, initial teacher and psychologist 
ratings were pooled and factor scores were computed for the 
PBCL and SBQ. Since factor score coefficients had not been 
reported by the respective authors (McGuire and Richman, 
1988; Roper and Hinde, 1979; see Appendix K.2) factor scores 
were based on factor loadings. Pooled scores were first 
converted to z scores and then multiplied by the reported
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factor loadings and summed to yield a composite score for 
each of the 7 factors:
PBCL Factor I - Conduct/Restless/Aggressive 
PBCL Factor II - Isolated/Immature
PBCL Factor III - Emotional/Miserable
SBQ Factor I - Sociable/Unsociable
SBQ Factor II - Aggressive/Benign
SBQ Factor III - Precise/Restless
SBQ Factor IV - Calm/Anxious
5) PRINCIPAL COMPONENTS ANALYSIS
Initial teacher and psychologist ratings were also 
pooled for principal component analyses to be carried out 
separately for disability , PBCL and SBQ ratings.
a) Disability Ratings
The disability ratings yielded 4 initial factors with 
eigen values above 1.0. However, the scree test indicated a 
clear break after three factors and a three factor solution 
was requested.
As can be seen in Table 12, the first and largest 
factor, Disability I, which accounts for 53.1% of the 
variance, incorporates ratings of physical handicap and 
problems in social and academic participation. The next 
factor, Disability II, which accounts for 15.1% of the 
variance, loads predominantly on intelligence and visual and 
speech problems and is generally moderately negatively 
correlated with gross motor handicap though, as might be
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Table 12. Disability and class participation measures with 
highest loadings on the three factors generated 
by the principal components analysis (based on 
pooled initial teacher and psychologist ratings).
Disability I Disability II Disability III
I T E M Phys. handicap Secondary
/Participation handicaps Epilepsy
Handicap rating 0.98
Seating 0.94
Fine motor 0.92
Mobility 0.91 -0.34
Distance 0.91 -0.34
Balance 0.87 -0.35
Left leg 0.85 -0.36
Right leg 0.83 -0.37
Right arm 0.81 -0.30
Academic partic. 0.80 0.49
Left arm 0.73 -0.31
Social particip. 0.64 0.58 0.30
Hearing -0.32
Speech impedim. 0.30 0.71 -0.34
Intelligence 0.60 0.44
Vision 0.59
Epilepsy 0.78
Disability I eigen value= 9.024 % of variance= 53.1
Disability II eigen value= 2.574 % of variances 15.1
Disability III eigen value= 1.349 % of variances 7.9
Unrotated solution, 3 factors requested.
Loadings < 0.30 are not included in the table.
expected, it is correlated with the extent of academic and 
social participation which is possible for the child. 
Finally, Disability III, loads mainly on epilepsy, though it 
is also moderately correlated with intelligence.
b) PBCL Ratings
The principal components analysis generated 13 ini­
tial factors with eigen values above 1.0. Again, based on 
the scree test, a three factor solution was requested.
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Table 13. PBCL items with highest loadings on the three 
factors generated by the principal components 
analysis (based on pooled initial teacher and 
psychologist ratings).
PBCL I PBCL II PBCL III
I T E M Difficult/ Uncommunic. Low
Unsociable /Sphincter threshold
Poor concentration 0.87
Wanders aimlessly 0.86 -0.31
Not sociable (peers) 0.71 -0.38
Not liked by peers 0.71
Activity level 0.68 -0.42
Attention seeking 0.68
Difficult to manage 0.67 0.55
Whines 0.58 -0.37 0.46
Destructive 0.51 -0.37
Miserable 0.49 0.44
Fights 0.39
Fearful
Rarely speaks (ther) 0.91
Rarely speaks (teach) 0.91
Rarely speaks (peers) 0.90
Unclear speech 0.87
Taunting/spiteful -0.51
Wets 0.46 -0.31
Soils 0.44 -0.31
Interferes 0.32 -0.40
Sensitive 0.36 0.59
Withdrawn (staff) -0.59
Temper tantrums 0.42 0.53
PBCL I eigen value= 5.385 % of variance= 23.4
PBCL II eigen value= 4.592 % of variance= 20.0
PBCL III eigen value= 2.904 % of variance= 12.6
Unrotated solution, three factors requested.
Loadings < 0.30 not included in thei table.
The first factor, PBCL I, which accounts for 23.4% of 
the variance, is a combination of difficult and unsociable 
behaviours, loading heavily on items reflecting distracti- 
bility, negative attention seeking and poor social skills. 
Though there is a moderate correlation with aggressive 
behaviours, the aggression is clearly distress-associated 
and not part of overall acting-out behaviours. PBCL II is
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basically speech-related, loading very highly on reluctance 
to speak and the existence of a speech impediment. There are 
also moderate negative correlations with taunting and inter­
fering behaviours, again implying limited communication 
attempts. Finally, both sphincter control problems load 
moderately on this factor, which represents 20% of the total 
variance. The third factor, PBCL III, basically loads on low 
frustration tolerance and negative affect, with moderate 
negative correlations on withdrawal from adults and peers.
Comparing the factors generated by the principal 
components analysis for the handicapped sample with those 
found by McGuire & Richman (1986), there is little overlap. 
PBCL I - Difficult/Unsociable generally combines both Factor 
I (Conduct/Restless/Aggressive) and Factor II (Emotional/ 
Miserable) and also includes the poor sociability and con­
centration that, in the normative study formed a part of 
Factor III (Isolated/Immature). Poor communicative ability 
emerges as a clear factor (PBCL II) in the disabled sample, 
in contrast to the normative study where it formed part of 
the Isolated/Immature factor. The low threshold factor (PBCL 
III) does not correspond with any of the normative factors.
c) SBQ Ratings
The principal component analysis generated 14 initial 
factors with eigen values of above 1.0. However, the scree 
test showed a clear break after the first three factors, 
which between them accounted for 62.3% of the observed 
variance, while the following factors made relatively minor 
contributions. A three factor solution was requested.
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Table 14. SBQ items with highest loadings on the 3 factors 
generated by the principal components analysis 
(pooled initial teacher and psychologist ratings).
I T E M
SBQ I 
Sociab/Invol
SBQ II SBQ III 
Aggr/Moody Obed/Withdr
Plays with peers 0.92
Liked by peers 0.88
Cooperates (peers) 0.86
Approaches socially 0.83 -0.33
Alert and cheerful 0.82
Plays imaginatively 0.81
Self-confident 0.78
Shares toys 0.78 0.40
Dominates, initiates 0.77 -0.35
Kind and considerate 0.76 0.32
Works independently 0.75
Defends own rights 0.75
Careful with objects 0.74 0.49
Neat in school work 0.71 0.38
Takes risks 0.70 -0.47
Inactive, uninvolved -0.70 0.59
Responsible 0.68
Perseveres at task 0.67 0.44
Good concentration 0.66 0.45
Calm and relaxed 0.40
Flexible, adaptible 0.30
Physically aggressive 0.89
Sly 0.88
Verbally aggressive 0.42 0.83
Moody and withdrawn 0.71
Bullies peers 0.51 0.66
Upset by teasing 0.66
Stares into space -0.45 0.63
Flitting attention 0.58
Solitary 0.58 0.54
Restless, fidgety 0.44 0.56
Worries 0.47
Speaks unclearly 0.42
Easily distressed 0.39
Obedient, compliant 0.75
Quiet, not talkative 0.48 0.64
Forthcoming, open 0.33 -0.64
Talks (peers & adults) 0.33 -0.63
Seeks adult help 0.42
SBQ I eigen value= 12.927 % of variance= 33.1
SBQ II eigen value= 6.952 % of variance= 17.8
SBQ III eigen value= 4.405 % of variance= 11.3
Unrotated solution, three factors requested.
Loadings <0.30 are not included in the table.
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The first factor, Sociable/Involved, loads clearly on 
items reflecting sociability, assertiveness and efficiency 
and is negatively correlated with unoccupied behaviour (see 
Table 14). It accounts for 33.1% of the total variance on 
the SBQ. The second factor, Aggressive/Moody, which accounts 
for 17.8% of the variance, has strong aggressive and 
negative emotional components and also a strong association 
with distractibility. Finally, the third factor, SBQ III - 
Withdrawn/Obedient, loads highly on obedience and withdrawal 
from social (particularly verbal) interaction and also has a 
strong association with task-oriented behaviours. This 
factor represents 11.3% of the score variance.
In contrast to the factors reported by Roper and 
Hinde (1979), which had two opposite poles on each factor 
(i.e. Sociable/Unsociable, Aggressive/Benign, Persevering- 
Precise/Restless, and Calm/Anxious), the factors from the 
handicapped sample were more unified. Generally, the posi­
tive poles of the Roper and Hinde analysis came together to 
form SBQ I - Sociable/Involved (with the exception of the 
verbal social behaviours which loaded negatively on SBQ III 
- Withdrawn/Obedient), while the negative poles converged to 
form SBQ II - Aggressive/Moody.
6) DIRECT OBSERVATIONAL DATA
Comparisons of children's behaviours in the classroom 
during structured and free play periods (see Table K.3.14, 
Appendix K.3) indicated, predictably enough, that structured 
periods were characterised by significantly more adult
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supervision (t=4.34, p=0.001) and a focus on cognitive
rather than play activities (t=4.96, p< 0.001). There was 
more child responsiveness to the adult (t=4.36, p=0.001) and 
more compliance and non-compliance with adult directives 
(t=4.45 and 3.46, p=0.001 and 0.004, respectively), which
again could be expected in view of the more numerous teacher 
directives issued during structured periods. The children 
also spent significantly more time waiting for their turns 
(t=3.83, p=0.006) and attending to explanations or demon­
strations (t=3.25, p=0.006).
Free play periods, on the other hand, were charac­
terised by the selection of play activities (t=4.66, p< 
0.001) and by the high occurrence of solitary and parallel 
play (t=2.15 and 2.45, p=0.05 and 0.03, respectively).
Levels of peer interaction did not change signifi­
cantly during free play periods. Group activity, in the 
sense of active involvement with a peer in play or in 
academic work, was limited to only 11% of all observations 
(see Table K.3.15, Appendix K.3). Most of the time (74%) was 
spent in parallel activity even when, during free play 
periods, the children had asked to be placed next to a 
friend. The children addressed their peers in only 10% of 
the observation periods and were equally likely to carry on 
solitary monologues (10% of all cells). They were less 
likely to address their teachers (6% of the total observa­
tion time) unless they were seeking assistance or 
information, in which case they preferred their teachers to 
their peers (7% versus 1%).
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■me cnnaren were directly supervised by their
teachers 14% of the time, usually when they were engaged in 
academic activities, though the teachers also tended to
intervene when the children were unoccupied. Unoccupied
behaviour was scored in 25% of the observation cells and
aimless fiddling in 11%, but the children were mostly 
actively engaged in work or play (57% of the time).
7. COMPARISONS BETWEEN SIBLINGS AND SINGLETONS
Since teacher and psychologist ratings had presented 
virtually no significant discrepancies and since the 
teachers' ratings could be expected to pick up finer-grained 
differences in the children's behaviour due to the greater 
amounts of time they spent with them, it was decided to use 
teacher ratings to evaluate differences between siblings and 
singletons on all items excepting the factor scores which 
had been based on pooled teacher and psychologist ratings. 
Time 1 (initial evaluation) data was selected for use in the 
discussion of results in order to avoid the confounding 
effects, at Time 2, of repeated ratings (Time 2 data are 
included in the Appendix).
No significant differences were found in teacher's 
ratings of siblings and singletons on any individual items 
of the PBCL, SBQ or disability and class participation 
ratings, except for problems with bowel control which were 
higher for singletons. There were also no significant dif­
ferences in total PBCL scores, which had means of 9.86 and 
8.53 respectively, for singletons and siblings. PBCL scores 
above the cutoff point were assigned to 29% of both single­
tons and siblings (Tables K.3.16 to K.3.19, Appendix K.3).
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given the very large number of statistical comparisons 
carried out in the present study, some proportion of the 
comparisons could be expected to attain significance by 
chance, so that undue importance should not be attached to 
isolated significant findings.
None of the factor scores on the PBCL (based on the 
factors reported by McGuire and Richman) were found to be 
significantly different for siblings and singletons (see 
Table K.3.20, Appendix K.3). Although siblings tended to 
score higher on conduct problems such as wandering, fighting 
and being difficult to manage, whereas singletons were more 
likely to be miserable and to engage in stereotyped 
behaviours, such differences did not reach significance.
On the SBQ factors, sibling scores tended towards the 
positive poles on all four factors (i.e. sociable, benign, 
precise, calm), while singletons tended to score higher on 
unsociable conduct, aggressiveness, restlessness and anxiety 
(see Table K.3.21, Appendix K.3). However, only Factor IV - 
Calm/Anxious attained significance (t=1.77, p=0.01).
The factors generated by the principal components 
analyses also failed to find any significant differences 
between siblings and singletons (see Table K.3.22, Appendix 
K.3) though there was a tendency for siblings to be more 
sociable and more difficult to control, while singletons 
were more likely to score higher on moody, unsociable, 
aggressive behaviours.
Overall, there was a consistent tendency for 
singletons to have fewer positive ratings than siblings on 
both the PBCL and the SBQ, indicating that siblings were
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generally somewhat better adjusted and more sociable within 
the special classroom setting. However, such differences 
were not large enough to attain significance. This may 
reflect an actual absence of important differences between 
siblings and singletons on the variables measured, though 
the limited sample size makes it impossible to state with 
confidence that this is the case. Moreover, the small sample 
size would require quite const stent discrepancies for 
differences to be significant.
The direct observations showed a limited number of 
significant differences in sibling and singleton behaviours 
(see Tables K.3.23 to K.3.25, Appendix K.3). There was an 
overall tendency for siblings to be more assertive than 
singletons (t=2.57, p (one-tail)=0.01) and to intervene more 
frequently in others1 activities (t=1.94, p(one-tail)= 
0.04). Siblings were also more likely than singletons to 
select play activities, rather than cognitive activities (t= 
2.03, p(one tail)=0.04). Singletons were more likely to seek 
adult attention (t=2.11, p (one-tail)=0.03) and to be 
withdrawn (t=1.81, p(one-tail)=0.05).
During structured periods, siblings were more likely 
to intervene in others' activities (t=3.39, p(one-tail)= 
0.01) and to address their peers (t=1.77, p(one tail)=0.05), 
whereas singletons were more likely to address their 
teachers (t=1.80, p(one-tail)=0.05). During free play 
periods, singletons were more likely to talk to themselves 
while siblings were more responsive to adults (t=2.19 and 
2.26, p=0.05).
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8. D I S C U S S I O N
Several trends, though they did not prove to be 
statistically significant, showed siblings to be more 
sociable than singletons. Siblings were more likely to 
engage in group play than were singletons and were more 
responsive to both teachers and peers. Singletons were more 
likely to seek and receive adult supervision and were less 
likely to use play materials appropriately, tending to 
fiddle aimlessly and to remain unoccupied more frequently 
than the siblings. They were also more likely to engage in 
stereotyped behaviours.
The comparison between siblings and singletons in the 
classroom setting can generally be said to have provided 
indications that siblings are better adjusted and more 
sociable than singletons, but no consistent evidence. It may 
well be that handicap per se exerts such a pervasive 
influence on behaviour, that factors such as the presence or 
absence of siblings assume very minor importance. Variables 
such as the ordinal position of the siblings and the age 
gaps between them, which were not controlled for in the 
present sample, could also have confounded the results, as 
sibling interaction between a five-year-old boy and his two- 
year-old sister (Subject 3) is not really comparable to that 
of a four-year-old boy with a ten-year-old brother (Subject
6) or a four-year-old boy with an eighteen-year-old brother 
(Subject 7).
The issue raised by Guralnick and Groom (1987), that 
the special education classroom provides an environment
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lacking in responsiveness to and stimulation of sociability 
in children, may account for the low frequency and range of 
social behaviours displayed by the children. The lack of 
responsive and stimulating partners may well have exerted a 
dampening effect on the number of social overtures made by 
the children towards their peers while, at the same time, 
the paucity of bids for peer attention led to very limited 
opportunities for social responsiveness. It would be inte­
resting to look at differences between sibling and singleton 
social abilities in normal peer settings to see whether or 
not the relative advantage of the siblings is maintained in 
interactions with non-handicapped peers or if indeed it 
increases in the presence of more stimulating and responsive 
companions.
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IX. CONCLUSIONS AND RECOMMENDATIONS FOR FURTHER STUDY
The findings of the present study supported all the 
research hypotheses and highlighted the negative effects of 
restricted and atypical social experience, not only on the 
handicapped child, but also on his family.
Compared to matched controls, the cerebral palsied 
children of the sample displayed pronounced deficits both in 
initiating and directing interpersonal interaction within 
the sibling dyad. These deficits in interpersonal skills 
prevented them from fulfilling the expected leadership role 
when they were the elder siblings and also led to them being 
largely incapable of maintaining an egalitarian position in 
the interaction, so that they were inevitably relegated to 
the subordinate role of the younger dyad member, regardless 
of their actual birth order.
Moreover, their passive stance tended to elicit high 
levels of maternal and sibling control, thereby perpetuating 
their dependency and setting up a uniformly hierachical 
model of interaction as opposed to the increasingly egalita­
rian modus operandi of normal sibling dyads.
The lack of social skills among C.P. children would 
appear to be associated with the fact that they experience a 
severely restricted range of social interactions. Maternal 
interviews indicated that handicap families were more likely 
to be confined to their homes than control families, that 
they engaged in fewer outdoor activities and came into 
contact with only a limited number of friends and relatives.
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Furthermore, disabled children were less likely than 
normal controls to visit peers or to be able to play with 
peers outdoors. In the majority of cases, the children's 
only contact with peers was in the context of the special 
school, where their friends were liable to be equally 
socially inept, thus exposing them to poor models and pro­
viding them with few opportunities for social development.
It is evident that, to the extent that they are 
deprived of the stimulation of diverse social contacts and 
confined to the home, disabled children will be inhibited 
from actively selecting those environments and relationships 
which are compatible with their natures and needs (see
II.B.1. Inadequate Environmental Control) and constrained to 
accept what is provided by their parents, their siblings and 
the special school. If, within this narrowed environment, 
their disabilities are such as to elicit predominantly care- 
taking responses, they will experience a deprived social 
milieu which can foster neither their cognitive nor their 
social-emotional development, so that dependency and lack of 
assertiveness and self-direction will tend to become stable 
dimensions of their behaviour.
In view of their passivity, the disabled children 
functioned more effectively as younger dyad members, dis­
playing high levels of prosocial and submissive behaviours. 
Since they were less likely to challenge the authority of 
their elder siblings than were their matched controls, there 
was less aggression within these handicap dyads, but elder 
siblings of C.P. children were obliged to become more highly
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directive than were elder controls, to compensate for the 
lack of self-direction of their disabled siblings.
The adjustment demanded of the siblings was even 
greater when the disabled child was the elder member of the 
dyad. The leadership vacuum created by the disabled child's 
lack of directive skills and by his tendency to withdraw 
from social interaction forced the younger siblings to take 
on a role for which they were unprepared, due both to their 
youth and to their lack of an effective elder sibling on 
whom to model their behaviour. The reversal of roles expe­
rienced within these pairs initially created considerable 
stress for both dyad members, which found expression in 
heightened aggressive and disruptive behaviours. However, 
at older ages, the siblings became more adept at handling 
the situation, and negative behaviours declined. The need 
for maternal intervention, which reached a peak in dyads 
where the elder child was disabled and the sibling too young 
to effectively handle the leadership role, also showed an 
age-related decline.
Directive behaviours by the siblings were generally 
likely to be intrusive and aggressive, particularly among 
very young siblings of disabled children who faced both more 
frequent demands for direction and a more difficult task. As 
they grew older, however, the normal children became 
increasingly nurturant towards their disabled siblings, 
displaying higher levels of prosocial and facilitative 
behaviours than their corresponding controls. Increases in 
nurturance were especially pronounced among elder sisters.
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Although interaction in handicap dyads became more 
positive among the older children, it remained hierarchical 
in nature and did not display the egalitarian give and take 
so characteristic of control dyads. Siblings of the handi­
capped were unlikely to seek assistance or attention from 
the disabled child and were also unlikely to model his 
behaviour.
On the contrary, siblings in control dyads were 
highly likely to refer to one another and to model each 
other's behaviour. Though younger siblings tended to comply 
with the directives of the older children, they constantly 
challenged the authority of their elder siblings. At older 
ages, having gained in skills through increasing maturity 
and through imitation of an effective sibling model, they 
were capable of playing a more active role in the 
proceedings. Older sibling dyads thus displayed high levels 
of self-sufficiency and elicited correspondingly less adult 
intervention. Furthermore, the quality of their interaction 
changed, becoming more egalitarian in nature, with both 
siblings taking turns in initiating the activities and in 
following the leadership of the other.
Normal siblings in handicap dyads were thus deprived 
of the rich interplay of hierarchical and egalitarian 
relationships and largely confined to a complementary style 
of interaction with a brother or sister lacking in social 
skills. Moreover, siblings of disabled children experienced 
restricted interaction with peers, with half having no 
contact with friends outside the school setting, as compared 
with 30% of control siblings. Many were not allowed outdoors
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to play and, when friends came to visit, siblings in 
handicap families were more likely to be obliged to include 
their disabled siblings in their play activities.
Siblings in the present study were, of course, too 
young to have acquired some degree of independence, so that 
they would tend to be constrained to accept the relative 
social isolation of the handicap family. However, there were 
also indications of a lack of understanding on the part of 
mothers that their normal children should have their own 
friends and interests (as did control siblings) and that 
they needed some time away from the disabled child.
Maternal ratings of their children's adjustment were 
generally difficult to interpret for disabled children as it 
was impossible to distinguish between dependency behaviours 
which were expressions of maladjustment and those which were 
due to the handicap. Thus, although disabled children were 
given higher ratings, indicating that they were more
difficult to deal with than normal controls, this did not 
necessarily reflect poor adjustment.
Ratings of sibling adjustment were similar in handi­
cap and control groups for siblings below the age of 6 
years. However, at six years and above, siblings of disabled 
children were far more likely to be rated as maladjusted 
than control siblings (40% versus 18%). While this age
effect could have been an artefact of the different rating
forms used for the two age groups, it also seems likely that
very young siblings experienced less stress. On the one 
hand, mothers reported fewer differences in the treatment of
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disabled children and young siblings, and young siblings 
were less likely to be expected to understand and accept 
special allowances being made for the disabled child. On the 
other hand, younger children would tend to be less aware of 
the implications of handicap and would in any case be 
closely tied to the home, so that their experiences would 
not be significantly different to those of their controls.
The period between the age of six and adolescence 
would appear to be highly stressful for siblings of the 
disabled, as they would be considered too young to be able 
to pursue more independent courses of action, but old enough 
to be expected to take on responsibility for their disabled 
sibling, at least to the extent of providing him with 
companionship.
Parents were reported to be undergoing quite severe 
stress due to the disabled child, though all were managing 
to cope. Mothers tended to express feelings of intense 
frustration and entrapment due to their inability to dele­
gate the added burdens of the disabled child to anyone, 
though they also expressed more positive attitudes regarding 
the handicapped child's eventual self-sufficiency. Fathers 
were felt by the mothers to have a less optimistic attitude 
and to be more disturbed by the social implications of 
having fathered a disabled child.
Families with a disabled child were found to be 
experiencing considerable social isolation. Though they were 
visited by friends and relatives no less frequently than 
controls, they were usually restricted to a limited number
313
of visitors and deprived of the larger variety of activities 
possible for controls, so that they experienced feelings of 
confinement and constriction. Comparisons with earlier data 
from similar English families (Hewett, 1970), indicated that 
Greek handicap families experienced greater social isolation 
and less social support, differences which could be expected 
to increase stress within the Greek family and lead to 
poorer adjustment for its members.
Overall, the impact of the child's disability on the 
family was negatively evaluated by the mothers, though the 
family was seen as coping with and accepting of the disabled 
child and, in some cases, the family was reported to have 
gained in closeness and in sensitivity to others. The impact 
of the normal child was generally positively evaluated, with 
mothers stressing the more balanced family outlook engen­
dered by the normal child and also the companionship and 
impetus for learning provided by him for the disabled child.
The positive effects of normal siblings on the social 
behaviour of the disabled child received some tentative 
support from observations and ratings of a small group of 
disabled siblings and singletons in a special pre-school 
setting. Siblings generally tended to be rated as better 
adjusted than singletons and were more actively involved in 
play and more responsive to both teachers and peers. Single­
tons were more likely to remain unoccupied or to engage in 
stereotyped behaviours and were also more liable to seek and 
to receive adult supervision.
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Given the importance of social interchange both in 
stimulating intellectual and social development and in 
helping to dissipate stress through the sharing of negative 
emotions with others, it is particularly unfortunate that 
the family with a disabled child should experience such high 
levels of social isolation. It is therefore imperative that 
steps should be taken, via the mass media and legislation, 
for the integration of the disabled into the community.
Furthermore, it is to be hoped that the positive 
attitudes towards integration reported by control mothers in 
the present study will not be confined to hypothetical 
situations but will, over time, become translated into true 
acceptance of presence of the disabled child in their 
children's schools and in their homes.
The results of the present study can be considered 
adequately representative of Greek families with a disabled 
and a single normal child residing in the large cities. 
However, as indicated by the comparisons between Greek and 
English interview data, the generalisability of these 
results to other cultures and other cohorts requires caution 
and attention to particular social conditions influencing 
the family.
The recommendations for further study in the area of 
sibling relationships when one of the siblings is disabled 
include several issues which were incompletely addressed by 
the present study.
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The use of direct observational methods is certainly 
to be recommended in this area, particularly with younger 
children who quite rapidly become absorbed in play and 
largely appear to disregard the deliberately unobtrusive 
observer. The immediacy and detail with which the process of 
interpersonal interaction can be recorded, make data from 
direct observations well worth the extra expenditure of time 
and effort necessary to obtain them.
While the sample of behaviour obtained will necessarily 
be small and may be unrepresentative of behaviour in other 
situations, direct observation provides a richly detailed 
behavioural account of what actually goes on in the parti­
cular situation under investigation. As such, it will tend 
to be more precise and objective than accounts obtained from 
the parents through interviews, ratings or diaries. Data 
collected using the latter methods are usually retrospective 
and largely global and impressionistic in nature and thus 
lack the detail and accuracy possible with instant coding. 
Moreover, parental reports are more prone to distortion in 
the interests of presenting a particular image, so that 
reported practices are often discrepant from actual 
behaviours. Another difficulty with parental reports is that 
subjects often differ in their interpretation of the ques­
tions and in their motivation to complete the records fully, 
whereas the coding provided by trained observers is more 
consistent, leading to comparable records across subjects.
The ideal solution, wherever possible, would be to 
combine behavioural observation with parental or sibling 
reports, with each method complementing and providing a 
check on the other. Interview material could be used to 
broaden the information base available to the researcher and 
to check on the generalisation of the observed behaviour to 
other situations, while observations may corroborate reports 
or disconfirm them. Consistencies across methods would serve 
to strengthen interpretations, whereas discrepancies would 
induce further investigation and, possibly, some modifica­
tion of conclusions.
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Since all ongoing behaviours cannot be recorded, the 
most important issue in direct observations becomes that of 
carefully selecting the dimensions to be scored. Precoded 
categories must not only be relevant to the situation being 
studied, they must also cover the area comprehensively and 
in sufficient detail. The finer-grained the behavioural 
categories selected, the more detailed the distinctions will 
be and this may well aid the subsequent qualitative analyses 
but, should this not be the case, related behaviours can 
always be pooled to create more comprehensive categories. 
Obviously, too much detail will make coding difficult but, 
the finer the behavioural distinctions can be, the less will 
be the potential loss of valuable information.
It is also important that the process of coding be 
quick and simple so as to minimise the time lag between the 
occurrence and recording of behaviours, thereby preventing 
loss of data. Continuous recording is generally preferable 
to time sampling techniques as it allows for the analysis of 
sequences of behaviour, opening interesting possibilities in 
exploring the quality and flow of interaction. Qualitative 
differences in interaction can be broken down into detailed 
components and actual sequences of behaviour, thereby aiding 
accurate explanation.
In addition to providing detailed information on the 
types of interactive behaviour which are most characteristic 
of particular groups, sequences can be redefined into 
matched, neutral and mis-match responses so that the contin­
gencies associated with each type of response can be 
established. Other factors affecting response can also be 
explored. For instance, differences in the degree of social 
isolation experienced by children could be related to dif­
ferences in their social skills, as expressed by the number 
of interactions that they successfully initiate and the 
percentage of matched, neutral and mis-match responses which 
they display. Changes in the patterning of behaviour of both 
disabled children and their normal siblings in different 
settings or with a variety of partners could also be 
effectively studied in this manner.
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The use of a single rater, though providing for con­
sistency of recording across all observations, considerably 
weakened the findings and any further studies should incor­
porate some form of corroboration by an independent observer. 
The introduction of video equipment into the home is not to be 
recommended as it creates a highly artificial situation, far 
beyond that occasioned by the presence of a stranger in the 
home. Another alternative is the use of a laboratory setting 
where, if one accepts the effect of the strange situation on 
the children, interaction can either be rated directly by 
more than one observer or it can be more unobtrusively filmed 
for later scoring. However, if the home situation is preferred 
to the laboratory setting, the only method of establishing 
rater credibility would be for data to be collected by two 
trained observers and for some percentage of the sample to be 
simultaneouly visited and rated by both.
Another problem arising in the present study was that 
of finding rating scales which would be appropriate for use 
with a handicapped population, or at least of a standardised 
method of correcting for the increased dependency of the 
disabled child where it was justified, so that ratings of 
maladjustment would not be spuriously heightened.
The value of using standard situations across different 
cultures and cohorts was very clearly illustrated, albeit on a 
limited scale, by the comparisons of Greek and English 
maternal interview data. There is much scope for cross- 
cultural studies in the area of disability, utilising not only 
standard interviews but also standardised direct observation
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techniques to enable meaningful comparisons to be made.
The issue of the transition period is worth further 
research. However, as has already been noted, the sample 
would have to be larger than that used in the present study 
and factors such as the ages of the siblings and the age 
gap between them, the severity of the disabled child's 
physical and mental handicaps and the disabled sibling's 
access to peers would have to be very carefully controlled. 
Moreover, in order to monitor the actual process of transi
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tion rather than to record its occurence or non-appearance, 
observations would have to be far more frequent, with the 
interval between them not exceeding two months.
Observation in school settings also provides much 
scope for further research into the social adaptation of 
disabled children. Comparisons of handicapped siblings and 
singletons would require larger and more representative 
samples. Factors such as the sex and the relative physical 
and mental abilities of the target children as well as their 
access to peers and other forms of social interaction out­
side the school setting would have to be controlled. The age 
and birth order of their siblings would also have to be 
checked and comparisons could also be made between children 
with older versus children with younger siblings.
Again the issue of rater reliability would have to be 
addressed but, given the larger number of persons usually to 
be found within the school setting, this would probably 
create fewer problems than those for the home observations. 
Teacher scales rating the degree of adjustment of the target 
children would, again, have to incorporate some method of 
correcting for disability, as in the case of the maternal 
rating scales.
More importantly, perhaps, the issue of the quality 
of peer stimulation and peer responsivity available to the 
disabled child within the school setting should be carefully 
explored. Beyond the more limited issue of whether or not 
disabled siblings would prove more effective in social 
interaction than singletons, comparisons of social behaviour
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of matched handicapped children in special and regular 
school settings would provide valuable information on the 
type of setting which more effectively fosters social deve­
lopment and on the conditions under which it does so. For 
instance, is it necessary for the disabled child to have 
attained some level of social maturity before he is ready 
for the regular school? To what extent do his physical 
and/or mental limitations hamper his adjustment to the 
school and his acceptance by his peers? Does previous expe­
rience in special schools facilitate his adaptation to the 
regular school setting by providing a more gradual introduc­
tion to peer relationships?
Another issue which arose from the present study was 
the high level of maladjustment reported for siblings of 
handicapped children from the age of six and up to pre­
adolescence. Based on the existing literature, it was hypo­
thesised that siblings of the disabled might experience a 
decrease in stress corresponding to their increasing inde­
pendence and ability to escape the intense social isolation 
of the early years when they were necessarily more confined 
to their homes. However, the issue is far from settled and 
there is clearly much to be learned about the factors which 
faciliate or hamper their adaptation to the situation while 
they are still at home, rather than after they have left.
Finally, the issue of acceptance of the disabled 
child into the community is a crucial one, not only for the 
disabled child, but also for his entire family who in many 
ways shares his stigma and his isolation. How much of the 
social isolation observed in handicap families is due to the
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negative reactions of society? And how ready are mothers of 
normal children, who express such postive attitudes towards 
integrating the handicapped, to encourage their children to 
approach the disabled child in the playground or on the 
beach, to accept their presence in the regular schools and 
to invite them into their homes as playmates for their 
children?
The present study has attempted to highlight the 
importance of the sibling relationship in families with a 
cerebral palsied child and to outline some of the stresses 
peculiar to such families. In concluding, it is hoped that 
several further studies will address the many unresolved 
issues in this, so vital, area.
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BEHAVIOURS SCORED IN THE HOME OBSERVATIONS
USES + OBJECT
USES + STOPS
HANDLES + OBJECT
GAZES
GAZES
LOOKS
LOOKS
+ NIL
+ INTENSITY 
+ (OTHER)
+ OBJECT
INCLUDES + (OTHER)
EXCLUDES + (OTHER)
EXCLUDES + OBJECT 
PROXIMITY + (OTHER) 
PROXIMITY + OBJECT
DISTANCE + OBJECT 
AFFECTION + PHYSICALLY
AFFECTION + VERBALLY 
AGGRESSION + PHYSICALLY
AGGRESSION + VERBALLY
AGGRESSION + OBJECT
AGGRESSION + PLAYFULLY 
SMILES + (OTHER)
plays with toy appropriately, i.e. 
according to its functional use
stops playing with toys
fiddles, handles material aimlessly 
or in inappropriate ways
gazes into space
ignores other's initiative whether 
verbal or physical
looks at other person, observes 
sibling at work
looks at object (possibly while 
considering what to do next)
moves to make space for sibling, 
gives sibling a turn in activity
monopolises space or materials, 
edges sibling away from activity
accidentally drops object
approaches other
moves back toward joint activity 
after having moved away
moves away from joint activity
expresses affection physically e.g. 
hugs, kisses, pats, etc.
expresses affection verbally
is physically aggressive, e.g. hits 
kicks, bites, scratches, pinches
is verbally aggressive, e.g. swears 
abuses, insults, jeers, etc.
behaves destructively with objects, 
e.g. throws, bangs, breaks, etc.
teases, provokes sibling
smiles at other
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SMILES
TALKS
TALKS
TALKS
REQUESTS
REQUESTS
REQUESTS
REQUESTS
ASSISTS
ACCEPTS
ACCEPTS
BRINGS
GIVES
SELECTS
DISRUPTS
GRABS
RESISTS
RESISTS
REJECTS
REJECTS
CRIES
CRIES
+ INTENSITY 
+ (OTHER)
+ (SELF)
+ OBJECT
+ PHYSICALLY
+ VERBALLY
+ OBJECT
+ INTENSITY
+ (OTHER)
+ PHYSICALLY 
+ OBJECT 
+ OBJECT 
+ OBJECT
+ OBJECT
+ OBJECT
+ OBJECT 
+ PHYSICALLY
+ VERBALLY
+ PHYSICALLY 
+ OBJECT 
+ NIL
+ INTENSITY
laughs aloud
initiates conversation, responds to 
other, negotiates, bargains, etc.
talks to self (includes running 
commentaries on ongoing activities)
talks to object or for object (as 
part of dramatic play with dolls)
requests physical assistance e.g.in 
uncapping pens, placing blocks, etc
asks for information, requests 
verbal instructions
asks for object which is being used 
by sibling or is out of reach
requests sibling permission to use 
materials, add to activity, etc
helps physically e.g. by placing 
pen in sib's hand, guiding sib's 
hand, drawing outline for sib, etc.
accepts physical assistance
accepts object offered
brings or fetches object
gives object (spontaneously or fol­
lowing request), shares out toys
selects object, chooses puzzle to 
be attempted
breaks up block arrangements, 
scribbles over drawing, etc.
snatches object from other
resists physically, refuses to give 
up object, struggles
refuses to comply with requests or 
suggestions, disagrees, contradicts
rejects physical assistance offered
rejects object offered
cries
shrieks, screams
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WHINES
WHINES
+ NIL
+ INTENSITY
SEEKS ATTN + (OTHER) 
INTERFERE + PHYSICALLY
INTERFERE + VERBALLY 
INHIBITS + PHYSICALLY 
INHIBITS + VERBALLY 
EXPLAINS + PHYSICALLY
EXPLAINS + VERBALLY
SUGGESTS + (OTHER)
SUGGESTS + INTENSITY
DIRECTS + (OTHER)
COMPLIES + (OTHER)
CRITICISES + (OTHER)
CRITICISES + (SELF)
CRITICISES + OBJECT
PRAISES + (OTHER)
PRAISES + (SELF)
PRAISES + OBJECT
COMFORTS + PHYSICALLY
COMFORTS + VERBALLY 
GROSS MOT + NIL
whines, complains, nags
threatens to punish or hurt other, 
threatens to tell adult
seeks attention, seeks confirmation 
(e.g. "See what I made")
intervenes physically, e.g. adds to 
sib’s construction or takes it 
apart without referring to him
interrupts what other is saying
physically restrains, restricts
prohibits behaviour verbally
physically demonstrates use of 
materials
verbally explains use of materials
suggests activity or solution
insists on own opinion, pressures 
other to comply
directs other, makes demands
complies with directions, gives up 
toy, agrees with other's suggestion
criticizes other, expresses disap­
proval of other's efforts
self-criticism, expresses disappro­
val of own efforts
criticises results of joint effort 
or materials provided
praises other, expresses admiration 
of other's efforts
self-praise, expresses admiration 
of own efforts
praises result of joint effort, ex­
presses approval of materials
comforts other by going close to 
him and hugging him etc.
reassures other, comforts other
engages in gross motor activity
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M A T E R N A L  I N T E R V I E W
CHILD'S NAME 
Age ....... Date of birth
CODE NO
Sex
A. FAMILY DATA
a) FATHER: Age Education
EDUCATIONAL LEVEL: (a)
1 Only primary school (Dimotiko)
2 Some secondary schooling (Gymnasio)
3 Completed high school (Lykeio)
4 Technical college
5 University
Occupation .........................
SES (based on father's occupation): (b)
1 Upper middle class
2 Middle middle class
3 Lower middle class
4 Upper lower class
5 Middle lower class
Is he away from home after normal working hours?
1 Occasionally
2 Up to twice a week
3 Three or more times a week
4 For extended periods
5 Parents divorced; father absent
Occupation ....................................
MATERNAL OCCUPATION:
0 Housewife
1 Professional or upper level administration
2 Intermediate professional/administrative
3 Lower clerical(typists, draughtswomen)
4 Cleaning, factory work, untrained nursing
Did she work before the birth of the child/the children?
If YES: Former occupation
(a) Several of the scoring categories did not appear on the 
original interview schedule.
(b) See Appendix C.l for detailed classification criteria.
NO 0 YES 1
If YES: How often is he absent?
b) MOTHER: Age Education
NO 0 YES 1
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c) SIBLINGS: Name   Sex    Age .....
Name ..............  Sex   Age......
Name ..............  Sex   Age......
NOTE: Children who have left home to be marked with an *
NOTE: Any miscarriages, abortions, or deaths (c)
d) OTHERS: Does anyone else live in your home? NO 0 YES
If YES: What is their relationship to the family?
OTHERS LIVING WITH OR NEAR FAMILY:
0 No others live in the home
1 Father's relatives live in the home
2 Father's relatives stay for extended periods
3 Mother's relatives live in the home
4 Mother's relatives stay for extended periods
5 Father's family lives nearby; frequent visits
6 Mother's family lives nearby; frequent visits
7 Both parents' families live nearby
8 Father's relatives live in the home, mother's 
family lives nearby
9 Maid or au-pair lives in the home
B^ DIAGNOSTIC DATA
a) Basic diagnosis ..............................
1 Spastic diplegia
2 Left hemiplegia
3 Right hemiplegia
4 Quadriplegia
5 Athetosis
6 Ataxia
7 Spastic quadriplegia plus athetosis
b) Additional problems:
VISION: Does the child have any visual problems?
0 Normal vision
0 Don't know
1 Strabismus (surgically repaired or not)
1 Impaired vision (wears glasses)
2 Severely impaired vision
HEARING: Does the child have hearing problems?
0 Normal hearing
0 Don't know
1 Impaired hearing
1 Uses a hearing aid
2 Severely deaf
(c) Item included for other purposes and not discussed in 
the present study.
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SPEECH: Are there any difficulties with the child's speech?
0 Speech normal for age
1 Slight difficulty (understood by everyone)
2 Moderate difficulty (comprehensible after 
familiarisation)
3 Severe difficulty (only comprehended by the 
immediate family)
4 Unintelligible sounds
5 No speech at all
EPILEPSY: Does the child have epilepsy (Seizures. . . Blank
spells ...)?
If NO: 0 Has never had epilepsy
1 Symptoms controlled by medication
If YES: How often does the child have seizures?
2 Rarely
3 Approximately once a month
4 Approximately once a week
5 Almost daily
GENERAL HEALTH PROBLEMS: Is the child often ill?
Trouble with teeth 
Respiratory infections 
Urinary infections
Other ..........................
YES ... NO 0
INTELLIGENCE: Have you ever been told that there may be 
problems with the child's intelligence?
0 Normal intelligence
1 Mild mental retardation
2 Moderate mental retardation
3 Severe mental retardation
C. SEVERITY OF HANDICAP / DEGREE OF DEPENDENCY 
MOVEMENT:
1. Does the child have difficulty in moving/controlling 
his limbs? NO 0
Right arm slight 1 severe 2
Left arm slight 1 severe 2
Right leg slight 1 severe 2
Left leg slight 1 severe 2
Does the child have problems with balance? Other? ,
slight 1 severe 2
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2. Can the child walk at all?
0 Walks independently
1 With slight support
2 With considerable support
3 Only if constantly held by someone
4 Cannot wak at all 
0 Under 2 years old
If WALKING: How long is it since he started walking like 
this?
3. If WALKING: How far can he walk like this?
0 Is virtually completely mobile
1 Can walk to neighbouring shops or homes
2 Moves around the home and up and down stairs
3 Only mobile in the home
4 Few steps only
If NOT WALKING:
5 Cannot walk at all
4. Can he move about in any other way (e.g. crawling)?
If YES: Specify how .....................................
0 Not applicable (the child can walk)
1 Crawling
2 Dragging himself over the floor
3 Rolling
4 Child is totally immobile
5 Shuffling on behind
7 On knees
If YES: How far can the child get like this?
1 Around the house and up and down stairs
2 Around the house but not up and down stairs
3 Around one room
If NO: J 4 Cannot move around at all
5 Not applicable (the child can walk)
5. If he's lying down can he get up into a sitting position 
alone or does he need help?
0 Alone
1 With help
6. Can he stay sitting up without support?
0 Yes, anywhere
1 Yes, in a hard chair without arms
2 Yes, in a hard chair with arms
3 Must be secured in chair
4 Needs a special seat
How long has he been able to sit like this?
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7. Can he get onto his feet without help?
0 Yes, he can get up without help
1 Gets up with support from furniture etc.
2 Gets up with help from another person
3 Cannot stand at all
8. For how long can he remain standing like this?
0 For as long as he likes
1 For 2-3 minutes (e.g. to wash, dress, etc.)
2 For a few seconds only
3 Cannot stand at all
How long is it since he started standing for so long?
9. If NOT WALKING, CRAWLING, STANDING:
1) Is there any way the child can move himself without 
help (voluntary total body movement)? YES 0 NO 1
2) Can he hold his head up? YES 0 NO 1
10. How do you transport the child outside the house?
0 Walks independently or with slight support
1 Walks short distances, pram for longer trips
2 Pram for short distances, public transport 
for longer trips
3 Carried for short distances, public trans­
port for longer trips
4 Other
11. Do you have a car of your own?
If YES: Have you made any special arrangements for the
child's safety?
0 No special arrangement (regular seat belt or 
nothing)
1 Special safety belt
2 Special seat
3 Someone has to sit and hold the child 
If NO: 4 We haven't a car
WASHING - DRESSING
12. Can the child take off any of his clothes without help? 
Which? ................................ ................
Can he take off any of his clothes with some help? 
Which? .............................. ..................
0 All clothing and shoes
1 Most clothes
2 3 or more items of clothing
3 1 or 2 items of clothing
4 Nothing at all
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13. Can the child put on any of his clothes without help? 
Which? ....... .......................................
Can he put on any of his clothes with some help? 
Which? ...............................................
0 All clothing and shoes
1 Most clothes
2 3 or mor items of clothing
3 1 or 2 items of clothing
4 Nothing at all
Can the child manage: zips YES 0 NO 1
buttons YES 0 NO 1
velcro fasteners YES 0 NO 1
shoes YES 0 NO 1
14. Can the child:
Brush his teeth without assistance? YES 0 NO 1
Wash his face and hands without help? YES 0 NO 1
Help with bathing? YES 0 NO 1
SPHINCTER CONTROL
15. How much help does the child need when he goes to the
toilet?
0 No assistance
1 Some assistance
2 Cannot manage at all on his own 
0 Is under 4 years old
16. Can he let you know when he needs to go to the toilet?
0 Yes, always 0 Yes, always
Bowels 1 Usually Bladder 1 Usually
2 Rarely or never 2 Rarely or never
0 Under 2 years 0 Under 2 years
17. Does he sometimes wet his bed at night?
0 Not at all or very rarely
1 Yes, twice a week or less
2 Yes, 3 times a week or more
3 Under 3 years old
18. Does he sometimes wet himself during the day time?
0 Not at all or very rarely
1 Yes, twice a week or less
2 Yes, 3 times a week or more
3 Under 3 years old
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19. Does he sometimes soil himself during the day time?
0 Not at all or very rarely
1 Yes, twice a week or less
2 Yes, 3 times a week or more
3 Under 3 years old
20. If he WETS or SOILS: What do you do when the child wets 
or soils himself?
1 I punish him
2 I act as if nothing's happened (I ignore it)
3 I reprimand him
4 I encourage him to warn me next time
0 Not applicable (child is continent)
21. If he WETS or SOILS: Do you still use nappies for him?
NO 0 YES 1
EATING
22. Is the child a good eater or is he difficult at meal­
times?
0 Eats well, is seldom difficult
1 Sometimes eats well but becomes difficult at 
times
2 He is difficult at mealtimes
23. Are you afraid that the child isn't eating enough or 
isn't getting the right food? NO 0 YES 1
24. If he's DIFFICULT: What do you do about it?
0 No problems with eating
1 Battle with him till he finishes
2 Try to convince him by reasoning with him
3 Try to distract him (e.g. by telling stories)
4 I become very anxious
5 I don't pressure him to eat
25. Does he have difficulty in chewing or swallowing food?
0 No special problems
1 Yes, but eats ordinary food
2 Yes, can only eat minced or mashed foods
3 Yes, can only eat liquid or pureed foods
4 Yes, still completely bottle fed
26. Can the child feed himself or do you have to feed him?
0 Feeds himself
1 Can feed himself but is so slow or messy that 
we prefer to feed him
2 Has to be fed
0 Is under 2 years old
11
MATERNAL INTERVIEW A P P E N D I X  A.3
SPECIAL 1 NO 2
YES 0 NO 1
SPECIAL 1 NO 2
NO 0 YES 1
27. Can he use a cup? ORDINARY 0
28. Can he drink from it independently?
29. Can he use a spoon? ORDINARY 0
30. Does he still use a bottle?
31. Does he have his meals with the rest of the family or do 
you find it easier to give him his meals on his own?
0 Child eats with the family
1 Child eats on his own
SLEEPING
32. Many children don't like going to bed at night. How does 
your child react? Does it take him long to fall asleep?
0 We have no problems (or only rare ones)
1 Problems once or twice a week
2 Problems 3 times a week or more, or takes over 
an hour to fall asleep.
33. Does he sleep through the night or does he wake up?
0 No problems or problems less than once a week
1 Problems once or twice a week
2 Problems three times a week or more
34. How often do you take the child to your bed or sleep in 
his bed because he's crying or upset?
0 We never sleep with the child
1 Occasionally: all night once a week, or for a 
couple of hours more nights a week
2 Frequently: all or most of the night twice a 
week or more
35. Does he share a room with anyone or does he sleep aione?
1 He sleeps alone
2 He shares a room with his sibling/s
3 He shares a room with another adult
4 He sleeps in his parents' room
36. If SHARES ROOM: Is this because there is no room in the 
house or because the child creates problems when he 
sleeps alone?
1 If we had a room he would sleep alone
2 Even if we had a room he wouldn't sleep alone
3 There is room but he doesn't sleep alone
37. Do you give the child sedatives at night?
0 No, never
1 Very rarely, under extraordinary circumstances
2 Once or twice a week
3 Three or more times a week
4 Other
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ENVIRONMENTAL AWARENE S S
38. We have already spoken about the child's speech. I would 
like you now to tell me about his understanding of lan­
guage. Does he understand what you say to him?
0 He understands everything
1 Understands many things (references to familiar 
situations or objects)
2 Understands very little (immediate environment 
only)
3 Doesn't seem to understand anything I say
39. Does he show interest in what's going on around him?
0 Generally shows great interest in whatever is 
going on around him
1 Shows some interest in certain situations
2 Is usually apathetic/indifferent
40. What does he enjoy doing? How does he spend his spare 
time?
1 Books and magazines
2 Drawing, pasting, plasticene
3 Toys (e.g. dolls, cars, bricks, Lego)
4 Educational toys (e.g. puzzles, Lotto)
5 Household tasks
6 Watching television
7 Self-stimulatory activities
8 Playing outdoors (e.g. in yard)
9 Sitting and watching at window or balcony
41. For how long will he play with something that interests 
him?
0 Can usually concentrate for 15 minutes or more
1 Usually concentrates for 5 to 15 minutes, or 
shows great variability in concentration
2 Usually cannot concentrate for more than 2-3 
minutes
42. How active is the child? Is he the sort of child who 
doesn't like sitting still for meals or to watch T.V.?
0 Not markedly active
1 Very active
2 Hyperactive, stays still for less than 5 mins
3 Underactive, unoccupied for most of the time
43. When he's at home during the day, where does he spend
of his time?
1 In his cot or bed
2 In his chair or pram
3 In his room
4 Around the house
5 In the yard or garden
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44. For how long can you leave him in a room on his own 
while you get on with other things? How long will he 
stay without getting upset?
0 Over half an hour if he's occupied with some­
thing
1 A quarter of an hour to half an hour if he's 
occupied with something
2 Only for a few minutes
3 Never, I must be with him constantly
45. Do you feel that the child demands undue attention, e.g.
asking to have things done when he could easily manage
on his own, wanting you to play with him or otherwise
occupy yourself with him all the time, etc.?
0 Rarely demands undue attention
1 Sometimes demands undue attention
2 Continually asking for attention unnecessarily
D. RELATIONS WITH PEERS
46. How does the Child-H get on with his Siblings? Do they 
often quarrel?
0 Trivial or no difficulties
1 Numerous disagreements, play is often disrupted 
but only for brief periods
2 Serious disagreements, they do not often play 
with each other
47. How does the Child-H get on with his peers? Do they
quarrel frequently and does this stop them from
continuing to play together?
0 Trivial or no difficulties
1 Numerous disagreements, play is often disrupted 
but only for brief periods
2 Serious disagreements, they do not often play 
together
3 Has no opportunities to play with peers
48. How often do friends come to visit and play with Child-H 
at home?
1 Three times a week or more
2 2 to 3 times a week
3 Once a week or less
4 Never or only on special occasions (e.g.
If RARELY or NEVER: Why don't they visit Child-H?
0 Not applicable (friends visit Child-H)
1 There's no time after the various therapies
2 Child-H cannot play and is avoided by peers
3 No friends live nearby/we're new to the neigh­
bourhood and haven't established friendships
4 There is no time after homework assignments
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5 They play together outside the home
6 Mother prohibits visits because she becomes 
distressed/is already overburdened
7 Child-H prefers solitude
8 Child-H is too young to have friends
9 Parents are too tired to supervise play with 
peers
49. Does Child-H go to play in other children1s homes? How 
often does he do so?
0 Three times a week or more
1 2 to 3 times a week
2 Once a week or less
3 Never or only on special occasions
If RARELY or NEVER: Why doesn’t he go to their homes?
0 Not applicable (Child-H visits friends)
1 There is no time after the various therapies
2 There is no time after homework assignments
3 Child-H becomes upset when he can’t participate 
in peer activities or heis avoided by peers
4 Child-H is inhibited with strangers and we do 
not know anyone well enough
5 Mother must always accompany Child-H but she is 
already overburdened
6 Child-H plays with peers outside the home
7 Transportation problems
8 Mother doesn't want Ch-H away from her control
9 Child-H prefers solitude
50. How often do the normal Sib's friends come over to play?
1 Three times a week or more
2 2 to 3 times a week
3 Once a week or less
4 Never or only on special occasions
If RARELY or NEVER: Why don't they visit normal Sib?
0 Not applicable (friends visit Sib)
1 There is no time after homework assignments
2 Sib is ashamed when asked about Child-H
3 Child-H gets upset because he can't participate
4 Sib is too shy/inhibited to make friends
5 Peers are uncomfortable when visiting Sib
6 They play together outside the home
7 Sib is too young to have friends
8 None of normal Sib's friends live nearby
9 Parents prohibit visits as they are overtired
If FRIENDS VISIT:
Do they take an interest in Child-H? Do they talk to him?
0 Not applicable (no one visits)
1 Yes, they take an interest in Child-H
2 No, they pay no attention to Child-H
3 No, due to large age gap & different interests
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If FRIENDS VISIT:
Do they include Child-H in their games?
0 Not applicable (no one visits)
1 Yes, they include Child-H in their games
2 No, they do not include Child-H in their games
3 No, due to large age gap & different interests
51. How often does Sib go to friends' homes to play?
1 Three times a week or more
2 2 to 3 times a week
3 Once a week or less
4 Never or only on special occasions
If RARELY or NEVER: Why doesn't he go to their homes?
0 Not applicable (Sib visits friends)
1 There is no time after homework assignments
2 Child-H is jealous when Sib visits friends
3 Sib can't go as he cannot reciprocate
4 Sib isn't invited
5 Parents too tired to accompany child
6 Sib is too young/too inhibited
7 No one lives nearby
8 They play together outside the home
9 Mother doesn't want Sib away from her control
52. When Sib goes outdoors with his friends (e.g. to the 
yard or playground) do they take Child-H with them?
1 Frequently
2 Occasionally
3 Never
4 Sib too young for the responsibility
5 Child-H too severely handicapped to go
6 No suitable play area nearby
7 Child-H goes on his own
53. What do you do when Child-H gets into a quarrel or dis­
agreement?
1 I usually let him settle his own differences
2 I rarely let him cope on his own, I usually
intervene
And what about his Sib?
54. Do you encourage Child-H to retaliate when he's hit or 
teased?
1 Yes, I encourage him to do so
2 No, I don't encourage him to do so
And what about his Sib?
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55. Have you assigned Child-H any chores or duties (e.g. 
putting his toys away, dusting, etc.)?
1 Yes, and he carries them out willingly
2 Yes, but he won’t do them unless I insist
3 He never carried them out and I’ve stopped
trying
4 No, I consider them a mother's responsibility
5 He is still too young
6 Child-H can't manage (due to his disabilities)
56. Have you assigned Sib any chores or duties (e.g. 
putting his toys away, dusting, etc.)?
1 Yes, and he carries them out willingly
2 Yes, but he won't do them unless I insist
3 He never carried them out and I've stopped
trying
4 No, I consider them a mother's responsibility
5 He is still too young
57. Do you think you make more allowances for Child-H than 
you do for your normal child?
YES 1 NO 2
58. If YES: Does Sib understand that this can't be helped 
or does he consider it unfair and feel that the disabled 
child has unreasonable privileges?
0 Child-H has no special privileges
1 Sib understands that this is unavoidable
2 Sib considers it unfair and complains
3 Sib never complains but he is upset
4 Sib is still too young for the issue to arise
5 Sib is far more demanding than Child-H
59. Often, when there's a handicapped child in the family, 
the other children tend to feel left out. Does yours 
ever seem jealous of Child-H for the extra attention 
he gets? What do you do about this problem?
1 Sib not jealous as Child-H has no special 
privileges.
2 Sib not jealous because of the large age dif­
ference (different interests and needs).
3 Sib not jealous as he understands the need.
4 Sib is jealous and I try to give him extra
attention and to restrict time spent on Ch-H.
5 Sib is jealous and I try not to burden him at
home and to direct him into outside activities.
6 Sib is jealous and I try to explain to him and
to reassure him.
7 Sib is more demanding/assertive than Child-H.
17
MATERNAL INTERVIEW A P P E N D I X  A.3
E. CHARACTER - BEHAVIOUR
60. What is Child-H's usual mood? Is he usually a happy 
child or does he have miserable or irritable periods?
0 Usually happy except for brief periods.
1 Sometimes miserable/irritable/discontented for 
brief periods (up to an hour a day) or for longer 
periods once or twice a week.
2 Frequently miserable/irritable on most days or for 
long periods 3 times a week or more.
61. Does he worry a lot about unpleasant things happening or 
brood about accidents or illnesses. Does he keep asking 
if you love him, or worry about being left?
0 Never or rarely worries.
1 Has some worries for brief periods.
2 Has many worries or broods over unpleasant things
for long periods.
62. Most children have some fears.
... Dogs 
... Cats
... Other animals/insects 
... Thunder/loud noises 
... The dark 
... Strangers 
... Going out 
... Car/bus/train 
... Lifts/escalators 
... Water, the bath 
... Haircut 
... Doctors 
... Some stories 
... Some TV programmes 
... Other ....... ........
Overall rating of fears:
0 Is somewhat afraid of 1 or 2 things or has no 
fears.
1 Has 1 or 2 marked fears or 3-5 fears altogether.
2 Has 3 or more marked fears or 6 or more fears 
altogether.
63. Children often don't want to do as they are told and are 
difficult to manage at times. How difficult is Child-H? 
Is he easier to handle when you're alone with him?
0 Easy to manage and discipline.
1 Sometimes disobedient or difficult but only for 
short periods.
2 Long or very frequent periods every day when he's 
difficult to manage.
What's Child-H afraid of?
0 Not afraid
1 Somewhat afraid: uncer­
tain about approaching, 
needs reassurance
2 Marked fear: runs away, 
avoids, cries, clings 
to adult, has to be 
comforted
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64. What do you do if Child-H refuses to do something that 
he really must do?
1 I try to explain/reason with him
2 I make him do it, using threats, etc.
3 I promise him a reward if he'll do it
4 I don't insist and I try again later
65. Do you do this with your normal child too, or do you 
find that you have to treat the children differently?
1 I have to treat the children differently
2 I deal with both children in the same way
66. Do you promise your children rewards for being good? 
What sorts of behaviour would you reward them for?
Child-H _______ Sib--- -
0 No, I never promise rewards
1 Yes, to get homework done
2 Yes, to do physiotherapy exercises
3 Yes, to tidy the room, or other chores
4 Yes, to sit still and stop being naughty
5 Yes, to use the toilet
6 Yes, to eat his meals
7 Yes, to stop him whining
8 Yes, to get him to obey
9 Yes, to get him to look after Child-H
67. How do you feel about smacking? Do you think it is some­
times necessary to smack most children?
Child-H....... Sib  YES 1 NO 2
68. Do you smack as punishment or because you are really 
angry and at the end of your tether?
1 I smack as punishment
2 I smack when I'm angry
What sort of naughtiness do you smack for?
Child-H.....  Sib......
0 I never smack
1 When he refuses physiotherapy
2 When he has temper tantrums
3 For disobedience/insolence
4 For whining/complaining
5 For quarrelling with his sibling
6 For being naughty
7 When he demands constant attention
8 For toilet accidents
9 For not doing his homework
69. Do you think that smacking does any good? Does it bring 
the desired results?
Child-H.... S i b   YES 1 NO 2
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70. Is there anything else you do when the children are 
naughty?
Child-H _____  Sib _____  YES 1 NO 2
a) Put him to bed or send him to his room
b) Deprive him of something he likes (outing, T.V.)
c) Tell him that you won't love him
d) Threaten to tell someone else (e.g. father, teacher)
e) Other ...............................................
If TREATS DIFFERENTLY:
Why do you differentiate between the two children?
0 There are no differences in handling
1 Child-H is quieter/more obedient
2 Sib is quieter/more obedient
3 Child-H is too old to be punished
4 Sib is too old to be punished
5 Child-H has so many problems that I cannot bear to 
punish him
71. Does Child-H have temper tantrums? For how long do they 
last?
0 No temper tantrums
1 Brief tantrums lasting a few minutes, not more 
than 1 or 2 a day.
2 Frequent tantrums, 3 a day or more or lasting more 
than 15 minutes.
72. On the whole, are you happy about the way you handle 
your children or do you sometimes find yourself doing 
things that you don't really approve of?
Child-H .....  Sib ......
1 I'm generally satisfied
2 I'm generally dissatisfied
If DISSATISFIED:
What would you change?
0 Not applicable, I am satisfied with my handling
1 I would like to have more time for the children
2 I would like to be calmer/more patient with them
3 I would like to have greater control over them
4 I want to stop being over-protective
5 I want to help them become more sociable/assertive
What prevents such changes?
0 Not applicable, I am satisfied with my handling
1 Emotional fatigue and lack of stamina
2 Lack of time and tiredness due to daily pressures
3 Lack of time and tiredness due to job pressures
4 I don't know what else to do/it's my personality
5 Grandparents keep on intervening
6 Child is/children are extremely difficult
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F. FAMILY ROLES AND RESPONSIBILITIES
73. Does the father participate in caring for the Child-H?
REGULARLY 1 RARELY 2 NEVER 3
a) Bathes him
b) Dressing and undressing
c) Reads to him or tells him stories
d) Plays with him
e) Helps him with physiotherapy exercises
f) Takes him out without the mother being present
g) Stays with him so that the mother can leave
If the father NEVER does any of the above:
Is it because he doesn't want to or because the mother 
doesn't want him to?
0 Not applicable, father participates in care
1 Father refuses to help despite repeated requests
2 Father wants to help, but cannot manage
3 Mother doesn't need the father as she has help
4 Mother considers caretaking to be a woman's job
5 Father wants to help but has no time
6 Unnecessary as Child-H is grown up and relatively 
independent
7 Parents divorced, father absent from home
8 Father considers such caretaking excessive
9 Mother doesn't trust father to take over
74. Does the father do anything else for Child-H?
0 Father does nothing else for Child-H
1 He takes Child-H to physiotherapy
2 Takes child to doctor, hospital, etc.
3 Takes child to school
4 Takes child fishing, to football stadium, etc.
5 Helps child with homework
6 Takes child to playground, park, etc.
75. Is there anything relating to Child-H that the father 
refuses to do?
0 Not applicable, father doesn't refuse anything
1 Refuses to undertake bodily caretaking (e.g. 
bathing, dressing, taking to toilet)
2 Refuses to carry out physiotherapy
3 Refuses/is afraid to feed Child-H
4 Refuses to accompany mother and Child-H to doctor
5 Refuses to visit the special school
6 Refuses to visit therapy centre for directions
7 Refuses to take Child-H out without the mother
8 Refuses to pressure Child-H in any way
9 Does not occupy himself with Child-H
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76. Does the father occupy himself with the other (normal) 
children?
1 He caretakes and plays with the other children
2 He plays with the other children but doesn't 
undertake any caetaking duties
3 He rarely occupies himself with the other children
4 Parents divorced - father absent from home
77. Do you and your husband agree in general on how the 
children should be brought up or handled?
CHILD-HAND SIBLING
1 We generally agree
2 Father is stricter
3 Mother is stricter
78. Who decides on how family roles and responsibilities are 
to be shared?
1 The father
2 The mother
3 Both parents come to a common decision
4 Roles are necessarily determined by the situation
79. Are you satified with the way roles and responsibilities 
are distributed among family members?
YES 1 NO 2
80. What would you like to change?
0 Not applicable, mother satisfied with present role
1 Mother would like more help with normal child
2 Mother would like more help with disabled child
3 Mother would like more help with the housework
4 Mother would like the father to participate more
in getting information and planning for Child-H
5 Mother would prefer not to have to work
6 Mother would like help with the housework so that 
she could get a job
7 Mother would like to have some time for herself/ 
some free time with her husband
8 Mother would like the father to be more involved 
with the children
9 Mother wants fewer interventions from father/ 
grandparents
81. What prevents you from making these changes?
0 Not applicable, mother satisfied
1 Mother hesitant about proposing changes to her 
husband
2 Father refuses to accept proposed changes
3 Conditions (economic problems, father's schedule) 
prevent changes
4 Mother doesn't trust the children to the father
5 The father/mother cannot stop their relatives from 
intervening
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G. OUTINGS - LEISURE - SOCIAL CONTACTS
82. Does the family do things together?
1 We are unable to do anything at all together
2 We all watch television together
3 We all play together at home or in garden/yard
4 We visit friends or relatives together
5 We go to the cinema, puppet show, amusement park
6 We go out to the park, seaside, square, etc.
83. Have you had a holiday since the children were born?
1 The entire family goes on holiday
2 Mother and children go, father visits
3 Only mother and children go
4 Cannot afford holidays
5 Cannot go due to Child-H (transport, staring)
6 We live in the countryside
7 Only the children go
84. How often do you and your husband manage to leave the 
children and go out together?
1 Once a week or more
2 Once or twice a month
3 Only very rarely
4 Once a year or less
5 Never
85. With whom do you leave the children?
1 With a babysitter
2 With a relative
3 With a friend or neighbour
4 Older child responsible
5 Not applicable, we don't go out at all
6 Children stay alone
86. Does the father go out without his wife? Where does he
87. Does the mother go out without her husband? Where does 
she go?
0 Not applicable, we never go out separately
1 To a performance (e.g. theatre, cinema, etc)
2 To a taverna or cafe
3 Visiting friends or relatives
4 Special groups (political, church, community)
5 Sports activities (football, fishing, aerobics)
6 Hobbies (chess, model cars or planes, etc)
7 Parents are divorced
23
MATERNAL INTERVIEW A P P E N D I X  A.3
88. Do you ever leave the children at someone else's home 
for a time?
1 Almost daily
2 Twice a week or more often
3 Once or twice a fortnight
4 Rarely
5 Never
6 Only normal child/children
If YES: Whom do you leave him/them with?
0 Not applicable, we never leave the children
1 Parents1 relatives
2 Father's relatives
3 Mother's relatives
4 Neighbours
5 Friends
89. If you had to be away from home for a while (e.g. to go 
into hospital) whom would you leave the children with?
CHILD-HAND SIBLING
1 Parents' relatives
2 Father's relatives
3 Mother's relatives
4 Friends or neighbours
5 With their father
6 Father, with help from mother's relatives
7 Father, with help from father's relatives
8 With the eldest child
90. How independent is Child-H (taking his handicap into 
consideration)? Does he cling a lot or will he stay 
with people he knows? Does he follow you around all day 
- even into the bathroom? Will he let others do things 
for him when you are around?
1 Reasonably independent
2 Some dependency, cries if left, gets over it 
slowly
3 Marked dependency, demands mother constantly
91. When you go out (e.g. shopping) do you take the children 
with you? Child-H? Sibling? YES 1 NO 2
92. When you are outside the house do you find that people 
stare at Child-H or ask you questions about him which 
annoy you/him?
1 Yes, people stare at or ask about Child-H
2 No, the neighbourhood is used to seeing Child-H
3 No, Child-H is still too young to be remarkable
4 No, his handicaps are not evident
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93. How do you handle such situations?
0 Not applicable, Child-H arouses no comments
1 I explain what is wrong with Child-H
2 Sometimes I explain, but sometimes I haven't the 
courage and I pretend not to have noticed
3 If they're polite I explain, but if they're just 
rude I firmly put them in their place
4 I totally ignore them
5 I am so fed up that nowadays I either ignore them 
or tell them to mind their own business
6 It distresses me to such an extent that I no 
longer go out with Child-H
7 Child-H is still too young to provoke comment
8 Everyone knows about Child-H, so explanations are 
no longer necessary
9 It distresses me, but I say nothing
94. Some parents say that having a (handicapped) child makes 
them feel isolated from others. Do you think this is 
true from your experience?
0 No, because we have someone assisting us at home
1 No, we don't feel/we no longer feel isolated
2 Yes, because we have very few friends
3 Yes, because we have no spare time
4 Yes, because we are too tired
5 Yes, because the children don't behave
6 Yes, because people's comments depress/distress us
7 Yes, due to lack of means of transportation
8 Yes, because there's nobody to look after the kids
9 No, we take the children along with us
95. How often do friends or relatives come to visit you?
1 Once a week or more
2 Once or twice a month
3 Very rarely
4 Once a year or less
96. Are your friends and neighbours helpful or do they feel 
uncomfortable so that you have to make an effort to make 
them feel at ease?
1 We have no contacts with friends or neighbours
2 After their initial discomfort, they've become 
quite supportive
3 They have offered considerable help and support
97. Do your relatives help you, or do you feel that they 
avoid you because they feel uncomfortable?
1 No help from relatives
2 We have no relatives living nearby
3 We see only a few close relatives who are quite
helpful
4 We see only a few close relatives, but they have 
given us great help and support
5 We have many relatives who have helped and sup­
ported us in many ways
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98. Are you friendly with any other parents of spastic 
children?
If YES: Does this help you? In what way?
If NO: Have you ever sought such contact? What happened?
1 No, there is no time/no one lives nearby
2 No, we never happened to become friendly with 
parents of a spastic child
3 No, they're generally withdrawn and avoid social 
contacts
4 Yes, they're more understanding and comfortable 
to be with
5 Yes, but we meet rarely as they live too far away
6 Yes, but we're equally friendly with people who 
don't have a spastic child
7 Yes, I particularly try to contact mothers with 
a newly diagnosed spastic child
8 No, I avoid them because of the negative effect 
they might have on Child-Hand
9 No, I avoid them because we always end up discus­
sing painful problems
99. Do you belong to a society for parents of handicapped 
children?
1 Yes, because united we can achieve more for our 
children
2 Yes, because we find understanding and moral 
support there
3 Yes, because we can be better informed there
4 No, because the atmosphere is depressing
5 No, because such societies nevr achieve anything
6 No, because we have no time/live too far/have 
nowhere to leave the children
7 No, nobody has ever told us about such a society
8 Yes, but we are not active members
H. I N F O R M A T I O N
*100. Can you tell me when you were first informed that your 
child might be handicapped? How old was he?
*101. Who informed you?
1 Child neurologist
2 My paediatrician
3 Doctors at the Children's Hospital
4 Orthopaedist
5 Physiotherapist
6 Specialist centres abroad
* Items included for other purposes and not discussed in the
present study.
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*102. Had you any suspicions before this that all was not 
well with the child?
1 No, I had no idea
2 I had been warned (due to perinatal complications)
3 He wasn't developing normally and I was worried
*If CONCERNED:
Did you discuss your worries with anyone? Whom?
0 I wasn't worried as I'd been warned/ I assumed it 
was due to prematurity
1 My paediatrician who said I was being unreasonable 
/it was due to prematurity
2 My paediatrician who sent me to a specialist
3 My family, as my paediatrician didn't believe that 
there was a problem
4 A friend of mine who'd also had a premature baby
5 Family members who hid the truth from me
6 Members of my family
7 I was afraid to as we'd been told that it would 
have been better for us if our child had died
8 I didn't discuss it with anyone
9 Several specialists who said all sorts of things
*103. When you were told that the child was spastic (or other 
diagnosis) what was actually said to you?
1 Full diagnosis, i.e. that he was cerebral palsied
2 That he had a mild neurological/motor problem 
which would be overcome in time
3 That he had a neurological/motor problem and would 
need special treatment
4 That there was something wrong with his nerves
5 That his condition was so bad that it would have 
been better had he died
6 We weren't given a diagnosis but we were sent to 
the Special Centre
*104. Did you have time to ask questions? Were you given any 
explanations?
1 Yes, they were very patient and gave us explana­
tions and directions
2 No explanations were given, but at least we were 
sent to the appropriate specialist/centre
3 No, they were harsh and abrupt
4 No, but it was largely our fault as we were too 
upset to ask questions or understand what was said
5 No, they had no time for questions or explanations
6 I'd already found out about C.P. by asking around
* Items included for other purposes and not discussed in the
present study.
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*105. Do you feel that you understand your child's handicap
as well as you want to, or would you be glad to have it 
explained more fully?
1 I would be glad to have more information and more
time for discussion of the issues
2 I feel that I understand my child1s. problems fully
3 I understand my child's problems, but I've had to 
find the information on my own
*106. Are you satisfied about the way you were first told 
about your child's condition?
1 Yes, I am satisfied
2 No, I was given no explanation and no guidance so
that much valuable time was lost
3 No, things were not explained fully
4 Basically yes, though they were harsh it couldn't 
have been done in any other way
5 No, they were too harsh and abrupt
*107. When do you think the doctor should tell the parents 
that there may be something wrong with their child? 
Should he tell them as soon as he suspects that some­
thing is wrong or should he wait until he's sure?
1 The doctor should say nothing until he's sure so 
as to avoid worrying the parents needlessly
2 The doctor has a duty to share his suspicions 
with the parents and to send them to specialists
3 The doctor should share his suspicions with the 
parents so as to prepare them
*108. How helpful have you found the various professionals 
who have been involved with Child-H? What more could 
they have done?
*109. How are the child's educational and therapeutic needs 
being met?
1 Special school
2 Special school plus private therapy
3 Regular school and outpatient therapy
4 Regular school and private therapy
5 No schooling, outpatient therapy
6 Regular school, no therapy
7 Special class in regular school & private therapy
* Items included for other purposes and not discussed in the
present study.
N/A 0 VERY 1 FAIRLY 2 NOT AT ALL 3
a) Paediatrician
b) Neurologist
c) Orthopaedist
d) Other doctors
e) Psychologist
f) Social worker
g) Physiotherapist
h) Occupational therapist
i) Speech therapist 
j) Teacher
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*110. How satisfied are you with the level of care provided
for the child? How could these be changed to meet the 
present needs of the child or family more adequately?
0 There is no centre which covers the child's educa­
tional and therapeutic needs
1 I am not satisfied with the quality of care
2 I am very satisfied with the level of care
3 Generally satisfied, but want more physiotherapy
4 Generally satisfied, but want more frequent con­
tact with the Centre's staff
5 Generally satisfied, but want more emphasis on 
developing the child's cognitive potential
6 Generally satisfied, but want more time spent on 
therapy and education
7 Generally satisfied, but want more frequent medi­
cal supervision
8 Generally satisfied, but wish other talents (e.g. 
music, painting) could be encouraged
*And how about future needs? What are you worried about?
0 Transportation, which becomes more difficult as 
the child gets older and bigger
1 It is as yet too early to consider future needs
2 Finding ways of combining regular schooling and 
therapy
3 Getting the child accepted in a regular school
4 Developing other talents (e.g. music)
5 Overcoming the problems (e.g. transportation, 
family objections) which prevent the child from 
attending the Special Centre
6 Obtaining support from the Government
7 Respite care for the child in an emergency or in 
order to give the mother some time off
8 Finding a Centre which could cover the child's 
educational and therpeutic needs
9 Provision of services after schooling is finished 
(e.g. vocational training, sheltered workshops)
I. IMPACT OF HANDICAP
111. Do you think that having a handicapped child has 
changed your feelings about having another child?
1 We had no intention of having another child
2 We want more children but are afraid to try again
3 We want another child so that Ch-H won't be alone
4 We want another child who will be normal
* Items included for other purposes and not discussed in the
present study.
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5 Later, when Child-H is more independent, we want 
to have another child
6 We aren't afraid, other reasons (e.g. financial 
difficulties, fatigue and depression) inhibit us
7 I would like another child to take my mind off 
Child-Hand
8 I was terrified, but we went ahead so that the 
burden of having a disabled sibling would not fall 
on a single normal child
112. Speaking generally, what do you feel Child-H1s greatest 
handicap to be from his point of view?
0 He has no handicaps which distress him
1 Motor problems: mobility, participation in games
2 Problems with involuntary (athetoid) movements
3 Communication: it distresses him when he cannot 
make himself understood
4 The daily pressures of physiotherapy
5 His appearance which provokes comments and staring
6 The fact that he cannot be like other children
7 His speech and motor problems
8 His difficulty in using his hands
113. And from your point of view, what is it about Child-H 
that you find most difficult to cope with?
1 The motor problem and his limited mobility
2 The difficulty in communication
3 Child-H1s total dependence on me
4 Depression, but I'm trying to fight it
5 The epileptic seizures
6 The child's distractibility and/or hyperactivity
7 His speech and motor problems
8 The fact that he will always be a problem child
9 Child-H's refusal to take responsibility for his 
physical therapy
114. What special problems has the child's handicap created 
for you? (Practical and/or emotional)
0 No special problems
1 Physical and emotional fatigue due to the endless 
struggle
2 Loss of hope that the problems will be resolved, 
we are crushed
3 Anxiety and doubt regarding the future
4 The necessity of being with Child-H constantly
5 Constant effort with no indication of its eventual 
success
6 I am deeply distressed and I ask myself why it 
should have happened to me
7 Lack of interest in outings or entertainment
8 Depression, but I try to fight it
9 Practical problems (time-consuming therapies, dif­
ficulties in transportation, increased caretaking)
30
MATERNAL INTERVIEW A P P E N D I X  A.3
115. And what does your husband find most distressing or 
difficult to cope with?
0 Nothing seems to cause him distress
1 The fact that it happened to his child
2 That he can't walk and be like other children
3 That he cannot walk and talk
4 He worries about Child-H1s future prospects
5 The impossibility of moving to another job
6 The reactions of others, who might taunt Child-H 
or take unfair advantage of him
7 The epileptic seizures horrify him
8 He is ashamed to be seen with a disabled child
9 The social isolation
116. At the moment whom do you rely on for practical and 
moral support?
If HUSBAND: Is there anyone else?
1 I rely on myself, there is no one else
2 Husband
3 Husband and maternal relatives
4 Husband and paternal relatives
5 Maternal relatives
6 Friends
7 Husband and friends
8 The older normal sibling
117. In general, what effect has the handicapped child had 
on your family?
0 No special impact
1 We've been wounded but we're trying to overcome it
2 We've been deeply shocked and have lost all hope
3 Distress and intense anxiety regarding his future
4 He brought us joy but also distress
5 He caused the neglect of the other family members
6 He has brought us closer together
7 He's a burden and a constant source of stress in
the home
8 He has isolated us and cut us off from life
118. What effect has the normal child had on the family?
0 No special impact
1 He was a source of joy and life for us
2 He brought us closer and made us a family
3 He is a difficult child and worries us
4 He is our hope for the future of Child-Hand
5 He forced us to pay less attention to Child-H 
and to become more balanced
6 He caused us to neglect Child-Hand
7 He is our support, our crutch
8 He caused us great anxiety as there were birth 
complications
9 Relief that he was born normal
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119. What effect has Child-Hand had on his sibling?
1 Sib is distressed by Child-Hfs condition, but he 
loves him too
2 Sib is frustrated by the lack of a playmate
3 Sib has been deprived of mothering
4 Sib is used to Child-H and accepts him as he is
5 Sib has been deprived of much and has become
an introverted child
6 He often becomes frustrated and rejects Child-H
7 Sib has become more mature and is very caring 
towards Child-H
8 He's distressed by others' reactions to Child-H
120. What effect has his normal sibling had on Child-Hand?
0 He has not been influenced by his Sib
1 Sib is his friend and surrogate parent
2 Sib is his friend and companion
3 Sib has helped him to develop in every way
4 Sib is still young and not mature enough to co­
operate with Child-Hand
5 Sib gives life to Child-Hand
6 Child-Hand is jealous of Sib
7 Child-Hand is more assertive and directs Sib
8 Sib is so rejecting that he's avoided by Child-H
121. Has the Child-H affected your marriage in any way? How?
1 Has made it better
2 Has made no difference
3 Has made it worse
4 Has made it both better and worse
Explain:
0 Not applicable, we are as we've always been
1 We've been wounded but have also come closer
2 At first it came between us (each partner accusing 
the other) but we've found a better balance now
3 It creates difficulties and stress but nothing 
insurmountable
4 We let the problem come between us instead of 
tackling it together
5 It has brought the father closer to the family
6 The mother became overly absorbed by the children
7 Anxiety and distress have flooded our life
122. Do you talk about Child-H*s handicap with your husband
or do you tend to try to avoid the subject?
1 Yes. we discuss all the issues openly
2 We each try to hide our pain from the other, but
we don't always succeed
3 I avoid the subject due to his negative/stress 
reactions
4 We talk whenever necessary
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123. Do you discuss Child-H1s condition with your normal 
child? What have you told him?
1 There is continuous open dialogue
2 That he isn't walking yet as he has a problem
3 That Child-H is young yet and will walk later
4 We have particularly discussed the issue of 
heredity which worried Sib greatly
5 He knows the diagnosis but we don't discuss the 
handicap
6 Sib is too young to realise that something is 
wrong with Child-Hand
7 That Child-H was born sick and will never walk
8 That Child-H can't walk because he was hit by a
car/ he fell and hurt himself
124. Do discuss his condition with Child-H? What have you 
told him?
0 We never discuss his handicap
1 Ch-H is too young for discussion or explanations
2 Child-H is unaware that there is something wrong
3 Child-H fully understands his condition
4 That he has a problem and has to have therapy
5 That he's still young and will walk later
6 That he was hit by a car/ fell/ got sick/ was born
prematurely
125. How is Child-Hand coping with his disabilities?
1 He's coping well despite difficulties
2 He's distressed and tries to hide his weaknesses
3 He's upset but fights to overcome his difficulties
4 He's discouraged and gives up easily
5 He's too young to realise that he's disabled
6 He accepts his condition but makes no effort
7 He cannot understand that he's handicapped
126. What is your husband's attitude towards the handicap?
1 It's a disaster that he tries to forget
2 He tries to cover up for Child-H's weaknesses and 
to protect him from difficult situations
3 He encourages Child-H to become more independent
4 He's uninvolved and appears unconcerned
5 He's certain that the handicap will be overcome
6 He doesn't hope for anything so that each small 
step will be a new gain
127. And what is your own attitude?
1 It wounds me but I'm trying to get over it
2 I worry about assuring him a secure future
3 It's a condition that will take very long to be 
overcome
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4 I hope, I must believe that there will be progress 
or else I won't be able to battle on
5 Anxiety and lack of certainty
6 I encourage Child-H to become more independent
7 It's something I must face with courage since it 
happened to me
8 It hasn't influenced me at all
128. And what is Sib's attitude towards the handicap?
0 He's too young to realise that Child-H is disabled
1 It has deprived him of companionship and mothering
2 It has deprived him of a friend and companion
3 He's somewhat concerned but is generally used to 
the handicap
4 He believes that it will be overcome in time
5 It makes him feel overburdened
6 It is something that happened to us and which we 
must face as a family
7 It is a permanent source of distress to him
8 He's upset by the reactions of others towards 
Child-Hand
9 He is totally indifferent
129. What about Child-H*s future? Do you try to look ahead 
and make plans or do you take each day as it comes?
1 We make no plans and take each day as it comes
2 We try to ensure that he will have other kinds of
opportunities (university studies, job training, 
financial independence)
3 We hope that Child-Hand will become independent
4 We worry about who will care for him when we are
no longer able to do so
130. Do you expect his Sib to take over the care of Child-H 
when you can no longer manage? Have you ever discussed 
this with your normal child?
0 We have never considered the matter
1 We expect him to care for Child-H and have talked 
it over with him
2 We hope he will, but have never discussed it
3 We've discussed the matter and hope he will not 
desert Child-H, but we cannot be sure
4 No the burden of Child-H's care, if it persists, 
is ours alone
131. What has the experience of having a handicapped child 
taught you? What have you gained from it? What have 
you lost?
0 It has made no difference
1 I've become more mature, sensitive and responsible
2 We are no longer carefree but we are unbowed
34
MATERNAL INTERVIEW A P P E N D I X  A. 3
3 I've become harder, but also stronger, more asser­
tive, a fighter
4 It depresses me and I often wish I'd never had him
5 We have lost our freedom and peace of mind
6 We've lost our confidence, we don't know what more 
will happen to us
7 I've become more aware of problems I knew nothing 
about
8 It's a constant source of despair and worry
9 It distresses us but has also brought us closer 
together as a couple
132. Have you any suggestions to make that might be helpful 
to other parents of handicapped children- either prac­
tical suggestions for caring for their children or on 
how they could more effectively help their child, their 
family or themselves?
1 None
2 Parents must become informed and do whatever is 
necessary for the good of their child
3 They must never hide their child away, but teach 
him to live within the community
4 They mustn't be in a hurry for results, they must 
hope and be patient
5 They must never give Child-H the impression that 
he is a burden or a disappointment to them
6 They should get out and fight for their child and 
expect nothing from others
7 They should get therapy as soon as possible
8 They shouldn't allow the handicap to destroy their 
lives
9 They must have faith in God
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BEHAVIOURS SCORED IN THE CLASSROOM OBSERVATIONS
STRUCTURED: activities suggested and supervised by the 
teacher
FREE: activities selected by the child and pursued largely
in his own way (though help may be given)
SOLITARY: child engages in activity entirely on his own and
is isolated from, or totally ignores, others
PARALLEL: activity is carried out alongside, but indepen­
dently of, peers engaged on similar tasks (there 
may be sporadic conversation)
GROUP: activity involves one or more individuals and
entails some interaction
ADULT: activity carried out with direct involvement of
an adult on a one-to-one basis
COGNITIVE: school work, structured art work, books with 
perceptual training exercises
PLAY: imaginative play, unstructured drawing, toys,
ball play, sand and water play, etc
COGNITIVE PLAY: puzzles, constructions following specific
patterns, story books
GROSS MOTOR: running or moving around classroom, fetching
or putting away toys or other materials
WAITS: waits to begin an activity, e.g. waiting for turn,
waiting for teacher to hand out materials, etc.
ATTENDS: watching and listening to find out how an activity
is to be carried out
UNOCCUPIED: gazing vacantly into space, fidgeting in seat, 
etc.
USES: uses materials appropriately or incorporates them
imaginatively into fantasy play
HANDLES: fiddling, handling, or stacking aimlessly, not
utilizing materials fully
TALKS: initiates conversation which is neutral, i.e. does
not come under FRIENDLY, DEPENDENCY, ASSERTIVE, 
AGGRESSIVE (VERB) or INTERRUPT (VERB)
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CLASSROOM BEHAVIOUR CATEGORIES (contd)
RESPONDS: responds to conversation initiated by other,
participates in ongoing group discussions, 
answers questions put to him or to the class
DEPENDENCY: seeks attention, requests assistance or direc­
tions, asks permission, cries, whines, etc.
COMPLIANCE: complies with requests or demands (could
follow non-compliance)
NON-COMPLIANCE: ignores or refuses to comply with requests
or commands
FRIENDLY: makes friendly overtures, e.g. shares materials,
helps spontaneously, includes others in his acti­
vity by explaining what he’s doing or suggesting 
how the other can participate
ASSERTIVE: directs, demands, commands, insists on getting
his own way, stands up for his rights
AGGRESSION (PHYS): hits, kicks, bites, pushes, throws toys
on the floor, destroys materials
AGGRESSION (VERB): threatens, abuses, taunts, teases
INTERRUPTS: interrupts what other is saying, calls out in 
class out of turn, whistles or makes noises
INTERFERES: interferes in others' activities, disrupts task, 
excludes other from play area, clowning, etc
HABITS: bites nails, sucks thumb, masturbates, pulls or
chews hair, rocks, etc
WITHDRAWN: withdraws (often in conjunction with HABITS),
refuses to talk or participate in ongoing 
activity, sulks
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TEACHER / PSYCHOLOGIST RATING SCALE
CHILD'S NAME 
DATE OF BIRTH 
DATE OF ENTRY
SEX
AGE AT ENTRY 
TIME AT KASP
SIBLING SEX AND AGE (1)
TEACHER'S NAME .............
DATE ........................
I HAVE KNOWN THIS CHILD SINCE
BASIC MEDICAL DIAGNOSIS ....
OTHER PROBLEMS:
CHILD'S AGE
1. VISION NONE MILD SEVERE
2. HEARING NONE MILD SEVERE
3. EPILEPSY NONE MILD SEVERE
4. INTELLIGENCE (1) 1 Above normal intelligence (110+)
SPEECH PROBLEMS
of:
2 Normal intelligence (90 to 110)
3 Borderline intelligence (70 to 89)
4 Mild mental retardation (50 to 69)
5 Moderate mental retardation (35-49)
0 Normal speech
1 Mild (speech readily comprehensible)
2 Moderate (comprehensible after a 
short familiarisation period)
3 Severe (incomprehensible speech or 
few words only)
4 No speech
MOTOR PROBLEMS
Child has difficulty in moving or controlling movement
RIGHT ARM NONE MILD SEVERE
LEFT ARM NONE MILD SEVERE
RIGHT LEG NONE MILD SEVERE
LEFT LEG NONE MILD SEVERE
is the child have problems with balance?
NONE MILD SEVERE
(1) These items did not appear on the questionnaire but were 
added later by the psychologist.
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8. Can the child walk at all?
0 Independently mobile (only slight balance problems)
1 Self-supported on furniture or walls
2 With special supports (e.g. walking frame)
3 Only if physically supported by an adult
4 Cannot walk at all
9. How far can the child walk like this?
0 No real difficulties
1 Walks to toilet (no stairs)
2 Only in classroom
3 Only capable of 4-5 steps
4 Cannot walk at all
10. Can the child remain seated without support?
0 Anywhere (bench, mat, chair without arm supports)
1 Bench or chair without arm supports - no supervision
2 Bench or chair without arm supports - supervision
necessary
3 Chair with arm supports
4 Special seat (with specialised supports) necessary
11. Can the child use his hands (e.g. to write, to play,
etc.)?
0 Virtually no problems
1 Slight difficulty in grasping objects and in control­
ling the movement of the hands, but capable of 
working independently.
2 Moderate difficulty in grasping objects and poor 
control of hands, requires assistance at times.
3 Severe problems, can do nothing without assistance.
12. Speaking generally, how would you rate the child’s over­
all level of handicap?
1 2 3 4 5 6 7
Minimal Severe
13. How extensively is the child’s participation in school 
work affected by his problems?
1 2 3 4 5 6 7
Minimally Severely
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14. How extensively is the child's participation in social 
and group activities in the clasroom affected by his 
handicaps?
1 2 3 4 5 6 7
Minimally Severely
PRESCHOOL BEHAVIOUR CHECKLIST (2)
Below is a list of behaviours often shown by young 
children. For each question please put a cross opposite the 
description which you think fits the child best AT THE 
PRESENT TIME. If in doubt, choose the alternative which you 
think is most often seen.
15. Too active, hardly ever sits still for meals or at other 
times for more than five minutes, always wandering 
about, squirming in his chair, etc.*
Very active, not always able to sit still when necessary 
Not markedly active, usually sits still when necessary. 
Not active enough, tends to be lethargic.
16. Seems to be liked by other children.
Not liked by some children.
Most children seem not to like him/her.
17. Never or rarely wets during the day (less than once a 
week).
Wets during the day once or twice a week.
Wets during the day three or more times a week.
18. Completely bowel trained, never dirties pants. 
Occasionally soils, up to once or twice a week.
Soils pants three or more times a week.
19. Hardly ever concentrates for more than a few minutes on 
any table play.
Concentration varies, sometimes finds it difficult to 
concentrate on table play.
Has good concentration, usually stays at table play for 
10 minutes or more.
(2) The Preschool Behaviour Checklist is taken from McGuire 
and Richman (1986). Items which have been modified are 
marked by an asterisk (*).
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20. Frequently very difficult to manage or control; problems 
(e.g. defiant, disobedient or interrupts during group 
activities) almost every day.
Sometimes defiant, disobedient, interrupts during group 
time, or difficult to manage.
Easy to manage and control.
21. Rarely demands a great deal of attention.
Sometimes asks for a lot of attention, but can work or 
play independently.
Frequently demands attention (e.g. often wants to be 
helped, to be carried or to be close to the teacher)*
22. No speech yet or only single words.
Stutters, stammers or has poor articulation.
Speech sometimes not clear.
Clear speech, easy to understand.
23. No speech yet*
Speaks freely to:
Some reluctance to speak to:
Will not speak to or very reluctant to speak to: 
a) staff b) peers c) therapists*
24. Doesn’t have temper tantrums.
Sometimes has tantrums (lasting usually a few minutes). 
Has frequent (at least daily) or very long tantrums, 
with screaming, kicking or complete loss of control.
25. Often plays with or approaches other children, very 
sociable.
Some reluctance to play with other children, but will 
join in sometimes.
Rarely or never plays with other children, tends to 
ignore them.
26. Whines, complains or moans to staff a great deal. 
Sometimes whines, complains or moans, but not daily. 
Rarely or never whines, moans or complains.
27. Very sensitive, gets upset easily over many minor 
things (e.g. falling over, breaking things, changes 
in routine, getting dirty hands.
Sometimes very upset over minor things.
Not over sensitive, not easily upset.
28. Rarely bites, kicks, hits or fights with other children 
Sometimes fights, bites kicks or hits other children. 
Frequent (i.e. at least daily) fighting, hitting, biting 
or kicking.
29. Spends much of the time at nursery staring into space or 
aimlessly wandering.
Spends some periods wandering or staring into space. 
Usually occupied, rarely seen aimlessly wandering or 
staring.
42
TEACHER RATING SCALE A P P E N D I X  A.6
30. Frequently interferes with the work or play of other 
children (e.g. messes up a game, tries to boss others). 
Sometimes interferes with the work or play of other 
children.
Hardly ever interferes with other children’s games, toys 
painting, etc.
31. Rarely cries or looks unhappy, except for brief periods 
(e.g. when tired, hungry or unwell).
Sometimes tearful or miserable for long periods. 
Frequently miserable, on most days, for long periods.
32. Frequently taunts, teases or is spiteful to other child­
ren.
Sometimes spiteful or teasing.
Rarely or never spiteful or teasing.
33. Very emotionally withdrawn from staff.
Somewhat withdrawn from all staff or responsive to only 
one particular adult.
Can be responsive to all staff.
34. Rarely destructive with toys or equipment.
Occasionally is destructive (e.g. throwing, breaking or 
banging into things)
Often deliberately destructive.
35. Very fearful, shows many marked fear reactions.
Somewhat fearful, several mild, or one or two marked 
fears.
Rarely fearful, mild fears only.
36. HABITS
Please rate each of them as follows:
37. Are you concerned about this child’s behaviour or 
adjustment?
0 never occurs
1 occasionally occurs for brief periods only
2 occurs frequently or for long periods
Rocking Masturbation
Hair sucking, pulling, etc.
Head banging
Other
Thumb sucking 
Bottle sucking 
Sucking dummy
NO POSSIBLY YES
Please describe the problem
Any other comments you would like to make
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DIFFERENCES IN SOCIAL BEHAVIOUR (3)
The following list contains items which describe
aspects of behaviour shown by children For each child,
please assign a number from one to seven as follows:
1. The behaviour never occurs and is completely inapprop­
riate for this child.
2. The behaviour might have occurred, very infrequently or
to a very mild degree.
3. The behaviour is distinctly present, but occurs a little
below the average.
4. The behaviour does occur to an average degree, or
slightly above average, with respect to past and present 
children in this school.
5. The behaviour occurs to an above-average but not out­
standing degree.
6. The behaviour is frequent and conspicuous, approaching
the extreme.
7. The behaviour occurs to an unusually extreme degree.
In making your choice, please take as "average” what is 
typical of all past and present children at KASP. Thus, the 
middle values should be assigned most often, but the 
extremes should be assigned occasionally. When considering 
each item for each child please take into account only his 
behaviour during THE PAST THREE MONTHS.*
1. Is quiet, seldom talks to others.
2. Is kind and considerate towards others.
3. Takes responsibility for small jobs about the classroom, 
such as taking messages.
4. Is restless; squirms in his seat or wanders about the 
classroom.*
5. Dominates other children, initiates activities in which 
other children join.
6. Seeks teacher's attention; requests help of the teacher.
7. Is generally liked by other children; is chosen as a 
playmate.
8. Is upset by teasing or threats from other children.
9. Is forthcoming rather than shy or reserved.
10. Stares into space or watches the activities of others 
rather than concentrating.
11. Carries out tasks independently of the teacher; is self- 
sufficient.
(3) The Differences in Social Behaviour quesionnaire is from 
Roper and Hinde (1979). Items which have in any way been 
modified are marked with an asterisk (*).
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12.
13.
14.
15.
16.
17.
18.
19.
20. 
21 .
22.
23.
24.
25.
26.
27.
28.
30.
31.
32.
33.
34.
35.
36.
37.
38.
39.
40.
Is physically aggressive to others; bites, hits or 
pushes other children.*
Is calm and relaxed.
Moody; is sometimes depressed and withdrawn.
Plays imaginative games.
Bullies other children.
Is talkative to the teacher and other children.
Is unoccupied; does not participate directly in any 
activity, although he may be with a group.
Is flexible in adapting to new situations.
Flits from one activity to another.
Makes socially appropriate approaches and responses to 
other children.
Is adventurous; tries everything disregarding the danger 
of injury or rejection by others.*
Is neat in school activities.
Worries about things.
Is confident of his own ideas and ability; is not defea­
ted or discouraged by others.
Plays games with other children.
Is obedient and compliant rather than stubborn and argu­
mentative.
Co-operates with other children. (4)
Is careful of own and others’ property.
Spends time on own rather than mixing freely with other 
children.
Is alert and cheerful.
Is verbally aggressive to other children; spiteful. 
Perseveres at an activity.
Speaks unclearly; has to be asked to repeat words.* 
Shares toys.
Sticks up for his own rights when threatened by other 
children without requesting adult help.
Concentrates for long periods of time.
Is easily distressed.
Is sometimes sly; any bad behaviour tends to be when 
the child believes himself unobserved.
Item 29 "Plays games requiring physical activity" 
omitted.
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A P P E N D I X  B
DATA FROM PILOT STUDY
Table B.l. Behaviours included in each of the behaviour 
groupings used for the pilot study.
1. PHYSICAL BEHAVIOURS:
Uses object Excludes other Approaches
Assists Fetches object Gives object
Handles object Accepts object Moves away
Aggression (phys) Aggression (obj) Grabs object
Disrupts activ Rejects object Affection (phys)
Resists Interferes Inhibits
Comforts Demonstrates Ignores
Gross motor activ Looks
VERBAL BEHAVIOURS ;
Talks Suggests Seeks attention
Directs Praises Criticises
Aggression (verb) Affection (verb) Laughs
Prohibits Requests object Requests assist
Refuses Interrupts Explains
Reassures Asks question Requests permiss
Teases Whines Cries
Threatens Insists
DOMINANT BEHAVIOURS:
Directs Assists Excludes other
Ignores other Chooses task includes other
Teases Aggression (verb) Aggression (phys)
Grabs Refuses (verb) Resists (phys)
Threatens Interferes Interrupts
Inhibits (phys) Prohibits Disrupts activ
Explains Demonstrates Suggests
Insists Criticises Praises
SUBMISSIVE BEHAVIOURS:
Complies Requests permiss Requests assistance
Requests object Accepts assist Seeks attention
Asks question Looks other Accepts object
Whines
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PILOT STUDY A P P E N D I X  B
Table B.l. Behaviours included in each of the behaviour 
groupings used for the pilot study (contd).
5. AGGRESSIVE BEHAVIOURS:
Excludes other Aggression (phys) Aggression (verb)
Teases Grabs object Aggression (obj)
Threatens Criticises
6. PROSOCIAL BEHAVIOURS:
Approaches other 
Affection (phys) 
Smiles
Requests permiss 
Assists other 
Gives object 
Explains 
Comforts (phys)
Includes other 
Affection (verb) 
Talks other 
Requests assist 
Accepts object 
Seeks attention 
Suggests
Reassures (verb)
Looks at other 
Praises other 
Asks question 
Requests object 
Accepts assist 
Demonstrates 
Complies
7. ASOCIAL BEHAVIOURS:
Ignores Disrupts activ Moves away
Rejects object Rejects assist Refuses
Gross motor activ
8. PASSIVE BEHAVIOURS:
Gazes into space Looks object Looks other
Complies Handles object Accepts assistance
9. INTRUSIVE BEHAVIOURS:
Excludes
Praises
Inhibits (phys) 
Aggression (phys) 
Teases
Disrupts activ
Directs
Grabs
Inhibits (verb)
Suggests
Demonstrates
Criticises
Interferes
Interrupts
Insists
Explains
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PILOT STUDY A P P E N D I X  B
Table B.2. Effect of group on overall behaviours among 
handicapped children.
A N 0 V A T A B L E
S O U R C E
SUM OF 
D.F. SQUARES
MEAN
SQUARES
F
RATIO
F
PROB
BETWEEN GROUPS 
WITHIN GROUPS 
TOTAL
3 6269.87 
24 14842.86 
27 21112.72
2089.96
618.45
3.379 0.035*
GROUP MEANS: GROUP 1 GROUP 2 GROUP 3 GROUP 4
82.857 67.571 41.143 61.286
GROUP 1 > GROUP 3 p<.05 (Scheffe)
Table B.3. Effect of group on sibling submissiveness.
A N O
l 
1
< 
i 
> 
!
»-3 
1
A B L E
SUM OF MEAN F F
S O U R C E D.F. SQUARES SQUARES RATIO PROB
BETWEEN GROUPS 3 308.96 102.99 5.383 0.006**
WITHIN GROUPS 24 459.14 19.13
TOTAL 27 786.11
GROUP MEANS: GROUP 1 GROUP 2 GROUP 3 GROUP 4
5.143 3.714 4.000 11.857
GROUP 4 > GROUP 2 GROUP 4 > GROUP 3 p<.05 (Scheffe)
53
PILOT STUDY A P P E N D I X  B
Table B.4. Effect of group on submissiveness in handicapped 
children.
A N 0 V A T A B L E
SUM OF MEAN F F
S O U R C E D.F. SQUARES SQUARES RATIO PROB
BETWEEN GROUPS 
WITHIN GROUPS 
TOTAL
3
24
27
603.71
1125.14
1728.86
201.24
46.88
4.293 0.015*
GROUP MEANS: GROUP 1 GROUP 2 
15.000 13.857
GROUP 1 > GROUP 3
GROUP 3 GROUP 4 
3.143 9.714
p<.05 (Scheffe)
Table B.5. Effect of group on sibling prosocial behaviours.
A N O V A  T A B L E
S O U R C E
SUM OF 
D.F. SQUARES
MEAN
SQUARES
F F 
RATIO PROB
BETWEEN GROUPS 
WITHIN GROUPS 
TOTAL
3 2764.86 
24 5800.00 
27 8564.86
921.62
241.67
3.814 0.022*
GROUP MEANS: GROUP 1 GROUP 2 
26.286 36.429
GROUP 3 GROUP 4 
13.286 38.286
GROUP 4 > GROUP 3 P< .05 (Scheffe)
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Table B.6. Effect of group on prosocial behaviours among 
handicapped children.
A N 0
l 
i
<> 
f 
I
A B L E
SUM OF MEAN F F
S O U R C E D.F. SQUARES SQUARES RATIO PROB
BETWEEN GROUPS 3 3066.11 1022.04 4.327 0.014*
WITHIN GROUPS 24 5669.14 236.21
TOTAL 27 8735.25
GROUP MEANS: GROUP 1 GROUP 2 GROUP 3 GROUP 4
28.857 35.571 8.143 30.429
GROUP 2 > GROUP 3 p<.05 (Scheffe)
Table B.7. Effect of group on sibling passivity.
A N O V A T A B L E
SUM OF MEAN F F
S O U R C E D.F. SQUARES SQUARES RATIO PROB
BETWEEN GROUPS 3 398.68 132.89 4.139 0.017*
WITHIN GROUPS 24 770.57 32.11
TOTAL 27 1169.25
GROUP MEANS: GROUP 1 GROUP 2 GROUP 3 GROUP 4
13.286 14.143 4.714 8.857
GROUP 2 > GROUP 3 p<.05 (Scheffe)
Table B.8. Differences in behaviour frequencies displayed 
by normal and handicapped siblings (t-test)
BEHAVIOURS
MEAN
SIBS
MEAN
HAND
STD
DEV
STD
ERROR T DF P
Dominant 22.41 13.07 14.61 2.71 3.44 28 0.002**
Submissive 6.10 10.69 8.31 1.54 -2.97 28 0.006**
Aggressive 6.83 4.52 8.09 1.50 1.54 28 0.135
Prosocial 28.17 25.66 13.38 2.49 1.01 28 0.320
Asocial 3.14 3.69 4.55 0.85 -0.65 28 0.519
Physical 21.10 17.79 10.52 1.95 1.69 28 0.101
Verbal 24.07 20.35 13.90 2.58 1.44 28 0.160
Passive 4.10 10.48 7.04 1.31 -4.88 28 0.000**
Intrusive 17.55 8.90 14.90 2.77 3.13 28 0.004**
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Table B.9. Handicap by birth order effects on sibling beha­
viour (t-test).
a) Normal sibling older than disabled child (Groups 1 & 2)
BEHAVIOURS
MEAN
SIBS
MEAN
HAND
STD
DEV
STD
ERROR T DF P
Dominant 27.00 10.36 15.16 4.05 4.11 13 0.001**
Submissive 4.43 14.43 7.03 1.88 -5.32 13 0.000**
Aggressive 7.36 2.71 9.41 2.52 1.85 13 0.088
Prosocial 31.36 32.21 17.39 4.65 -0.18 13 0.856
Asocial 3.00 4.14 4.74 1.27 -0.90 13 0.383
Physical 20.64 18.29 8.33 2.23 1.06 13 0.309
Verbal 29.36 24.21 16.30 4.36 1.18 13 0.259
Passive 2.79 13.71 5.21 1.39 -7.85 13 0.000**
Intrusive 22.71 6.50 16.39 4.38 3.70 13 0.003**
b) Normal sibling younger than disabled child (Groups 3 & 4)
BEHAVIOURS
MEAN
SIBS
MEAN
HAND
STD
DEV
STD
ERROR T DF P
Dominant 17.86 15.93 10.64 2.84 0.68 13 0.509
Submissive 7.93 6.43 4.57 1.22 1.23 13 0.241
Aggressive 6.36 6.07 6.37 1.70 0.17 13 0.869
Prosocial 25.79 19.29 6.97 1.86 3.49 13 0.004**
Asocial 3.43 3.29 4.59 1.23 0.12 13 0.909
Physical 22.21 17.57 12.81 3.42 1.36 13 0.198
Verbal 19.14 17.00 12.03 3.22 0.67 13 0.517
Passive 5.43 6.79 5.18 1.39 -0.98 13 0.345
Intrusive 12.21 11.50 8.84 2.36 0.30 13 0.767
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Table B.10. Effect of birth order on the behaviours of 
normal and disabled siblings (t-test).
a) Normal Children
BEHAVIOURS
MEAN
SIBLING
OLDER
MEAN
SIBLING
YNGER
T
VALUE
D.F. P
Dominant 27.00 17.86 1.59 20.40 0.127
Submissive 4.43 7.93 -1.81 18.77 0.087
Aggressive 7.36 6.36 0.34 26 0.740
Prosocial 31.36 25.79 0.82 26 0.418
Asocial 3.00 3.43 -0.35 26 0.727
Physical 20.64 22.21 -0.35 26 0.730
Verbal 29.36 19.14 1.85 26 0.076
Passive 2.79 5.43 -1.66 19.09 0.114
Intrusive 22.71 12.21 1.99 17.96 0.063
b) Handicapped Children
BEHAVIOURS
MEAN
CH-HAND
YNGER
MEAN
CH-HAND
OLDER
T
VALUE
D.F. P
Dominant 10.36 15.93 -1.75 26 0.091
Submissive 14.43 6.43 3.02 26 0.006**
Aggressive 2.71 6.07 -1.88 26 0.072
Prosocial 32.21 19.29 2.01 26 0.055
Asocial 4.14 3.29 0.67 26 0.506
Physical 18.29 17.57 0.20 26 0.841
Verbal 24.21 17.00 1.41 26 0.076
Passive 13.71 6.79 3.24 26 0.003**
Intrusive 6.50 11.50 -1.98 20.62 0.061
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Table B.ll. Comparison of "transitional" versus "non-tran- 
sitional" sibling dyads (t-test).
a) Normal siblings
BEHAVIOURS
MEAN
TRANS
PAIRS
MEAN
NON-T
PAIRS
T
VALUE
D.F. P
Dominant 20.67 15.75 0.86 12 0.407
Submissive 5.83 9.50 -1.04 12 0.317
Aggressive 11.00 2.87 2.79 12 0.016*
Prosocial 14.50 43.25 -2.27 12 0.042*
Asocial 3.50 3.37 0.06 12 0.954
Physical 20.50 23.50 -0.38 12 0.710
Verbal 17.67 20.25 -0.41 12 0.692
Passive 4.17 6.37 -0.75 12 0.466
Intrusive 14.83 10.25 1.06 12 0.310
b) Handicapped siblings
BEHAVIOURS
MEAN
TRANS
PAIRS
MEAN
NON-T
PAIRS
T
VALUE
D.F. P
Dominant 15.33 16.37 -0.20 12 0.848
Submissive 5.67 7.00 -0.37 12 0.721
Aggressive 7.83 4.75 1.07 12 0.307
Prosocial 11.67 25.00 -1.46 12 0.170
Asocial 5.33 1.75 2.69 5.82 0.037*
Physical 20.00 15.75 0.85 12 0.411
Verbal 12.67 20.25 -1.26 12 0.230
Passive 8.17 5.75 0.67 5.71 0.528
Intrusive 10.17 12.50 -0.51 12 0.618
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SOCIO-ECONOMIC CLASSIFICATIONS*
A. Upper Class
Independently wealthy, work is entirely unnecessary as 
a means of support. Ability to live lavishly and luxu­
riously, i.e. estates, large houses and mansions and/or 
very expensive apartments. The "best people", also the 
highest salaried/most responsible professionals/managers 
/government administrators and business corporation pre­
sidents, ministers of state, etc.
Able to afford many luxuries.
B. Upper Middle Class
Generally work for a living, either as highly successful 
self-employed professionals/managers/administrators, or 
else as professional/managerial/administrative employees 
in government or business, earning top salaries.
Able to live impressively and somewhat sumptuously.
Cl. Middle Middle Class
Intermediate management/professionals/administrators in 
business and government. Owners of successful small 
businesses or large farms. Able to afford all the conve­
niences of the culture and a few luxuries.
Living is comfortable.
C2. Lower Middle Class
All other "white collar" jobs at lower management/pro­
fessional/administrative levels. Highly skilled, top- 
paid "blue collar" jobs. Independent, successful arti­
sans. Unlikely to indulge in expensive luxuries.
Able to afford, perhaps with some strain, all the basic 
conveniences.
The present classification scheme was adapted, with 
slight modifications, from a scheme used for consumer 
research by the Market Research Centre in Athens.
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Dl. Upper Lower Class
Clerks, etc., on the lowest rungs of the corporate/ 
government ladder. Artisans and skilled tradesmen in 
non-essential trades. Train and bus conductors/drivers, 
plumbers’ mates, etc. Also successful small farmers.
Able to afford most basic conveniences.
D2. Middle Lower Class
Any other artisans (probably in non-essential trades). 
Semi-skilled or unskilled workers and labourers: dish­
washers, maids, day labourers, etc. Some conveniences 
are available, but ’struggling to make ends meet”.
Existence only slightly above poverty levels.
E. Lower Lower Class
Poor, retired, elderly, pensioners, unemployed and wel­
fare recipients. Day-to-day living and the provision of 
food, shelter and clothing are the major concerns of 
persons in this group.
Persons generally classified as living in poverty.
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DEMOGRAPHIC DATA A P P E N D I X  C.2
Table C.2.1. Distribution of handicap and control families 
with regard to socio-economic status (based on 
the occupation of the father).
SOCIO-ECONOMIC HANDICAPPED CONTROLS
CLASSIFICATION N % N %
B. Upper Middle Class 2 3.1 2 3.1
Cl. Middle Middle Class 8 12.5 11 17.2
C2. Lower Middle Class 37 57.8 43 67.2
Dl. Upper Lower Class 15 23.4 7 12.5
D2. Middle Lower Class 2 3.1 — —
T O T A L 64 100 64 100
NOTE: Differences in SES distribution between the two groups 
were found to be non-significant using the Kolmogorov- 
Smirnov two-sample test (SPSS-X computer program pack­
age, 1986):
K-S Z= 0.795 2-tailed p= 0.551
Table C.2.2. Paternal absence from the home in handicap and 
control groups.
PATERNAL
ABSENCE
HANDICAPPED 
N %
CONTROLS 
N %
Only normal working hours 17 27 19 30
Rarely 8 13 6 9
Up to twice a week - - 3 5
Over thrice a week 28 44 27 42
For lengthy periods 11 17 7 11
Parents divorced — — 2 3
NOTE: Differences in paternal absence were not significant
when tested with the Kolmogorov-Smirnov two-sample 
test (SPSS-X computer program package, 1986):
K-S Z= 0.265 2-tailed p= 1.000
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Table C.2.3. Distribution of parents of handicapped and 
control children according to age.
AGE
GROUP
F A T H E R S M O T H E R S
HANDICAP 
N %
CONTROL 
N %
HANDICAP 
N %
CONTROL 
N %
20 to 30 years 4 6 2 3 17 27 14 22
31 to 40 years 36 56 36 56 35 55 45 72
41 to 50 years 17 27 24 39 12 19 4 6
51 to 60 years 7 11 1 2 — — —  —
T O T A L  N= 64 64 64 64
NOTE: Differences in age distribution between the two groups 
were found to be non-significant using Student’s t- 
test (SPSS-X computer program package, 1986):
Father1s age:
Mean-H= 40.20 StD= 7.22
t- 0.66 df= 126 p= 0.51
Mean-C= 39.45 StD= 5.60 
Mother * s age:
Mean-H= 34.23 StD= 5.46
t=-0.41 df= 126 p= 0.69
Mean-C= 34.59 StD= 4.95
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Table C.2.4. Educational level of parents of handicapped and 
control children.
LEVEL OF 
EDUCATION
F A T H E R S M O T H E R S
HANDICAP 
N %
CONTROL 
N %
HANDICAP 
N %
CONTROL 
N %
Only primary school 23 36 21 33 29 45 22 34
Some secondary sch. 9 14 8 13 13 20 6 9
Completed secondary 10 16 6 9 12 19 12 20
Technical college 16 25 12 20 8 13 13 20
University 6 9 16 25 2 3 10 16
T O T A L  N= 64 64 64 64
NOTE: Differences in distribution of parents of handicapped 
and control children were found to be non-significant 
using the Kolmogorov-Smirnov two-sample test (SPSS-X 
computer program package, 1986):
Fatherf s educational level:
K-S Z= 0.884 2-tailed p= 0.415
Mother1s educational level:
K-S Z= 1.237 2-tailed p= 0.094
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Table C.2.5. Distribution of mothers of handicapped and con­
trol children according to their occupational 
status both prior to and following marriage.
MOTHER'S
OCCUPATION
F 0 R M E R P R E S E N T
HANDICAP 
N %
CONTROL 
N %
HANDICAP 
N %
CONTROL 
N %
Household duties 17 27 11 17 44 69 33 52
Upper level empl 3 5 7 11 3 5 9 14
Lower level empl 20 31 25 39 10 16 19 30
Factory workers 24 38 21 33 7 11 3 5
T O T A L  N= 64 64 64 64
NOTE: Maternal occupational status was not significantly
different for handicapped and control group mothers 
prior to marriage and the birth of children. However, 
post marriage and child-birth, differences between 
the two groups were significant, with mothers of 
handicapped children tending to remain at home more 
frequently than control mothers. Significance levels 
were established using the chi-square test (SPSS-X 
computer program package, 1986):
Maternal occupation prior to marriage:
Chi-square= 3.641 df= 3 p= 0.302
Maternal occupation following marriage:
Chi-square= 8.965 df= 3 p= 0.030*
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Table C.2.6. Total number of children in handicap and 
control families.
HANDICAPPED NORMAL
SAMPLE CONTROLS
NO. OF CHILDREN -----------------------------
N % N %
2 child families 49 77 49 77
3 child families 11 17 10 16
4 child families 4 6 4 6
5 child families — — 1 2
T O T A L 64 100 64 100
NOTE: Number of siblings within the family was not signifi­
cantly different for handicap and control groups. 
Significance levels were established using Student's 
t-test (SPSS-X computer program package, 1986):
Handicap group mean= 1.297
t= -0,28 df= 126 p= 0.778
Control group mean= 1.328
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Table C.2.7. Comparison of subject ages in handicap and 
control groups.
SUBJECT
MEAN
H-GROUP
MEAN
C-GROUP CORR
T
VALUE D.F.
P
2-TAIL
GROUP 1: 
T-Child 3.938 4.125 0.941 -1.69 15 0.111
Sibling 8.281 8.156 0.972 0.85 15 0.411
GROUP 2:
T-Child 7.125 7.063 0.867 0.52 15 0.609
Sibling 9.688 9.750 0.987 -1.00 15 0.333
GROUP 3:
T-Child 6.906 7.281 0.829 -2.32 15 0.035*
Sibling 3.844 3.875 0.942 -0.25 15 0.806
GROUP 4:
T-Child 10.969 10.625 0.884 2.30 15 0.036*
Sibling 7.844 7.844 1.000 0.00 15 1.000
Table C.2.8. Mean ages of subjects (handicap and control)
in each of the groups.
MEAN AGE MEAN AGE
GROUPS TARGET CHILDREN SIBLINGS
Group 1 4.031 8.219
Group 2 7.094 9.719
Group 3 7.094 3.859
Group 4 10.797 7.844
Groups 1 & 2 5.563 8.969
Groups 3 & 4 8.946 5.852
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Table C.2.9. Persons, other than immediate (nuclear) family 
members, living in or near the home in 
handicap and control families.
V A R I A B L E S
HANDICAP 
N %
CONTROLS 
N %
No others live in home 36 56 36 56
Father's family live in home 4 6 3 5
Father's family long visits 3 5 1 2
Mother's family live in home 7 11 3 5
Mother's family long visits 2 3 1 2
Father's family nearby 5 8 4 6
Mother's family nearby 7 11 14 22
Maid or au-pair — — 2 3
Chi square= 8.844 d .f. = 9 p(2-tail) = 0 .452
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RETEST RELIABILITY DATA
Table D.l. Correlations of behavioural items at Time 1 
(initial observation) and Time 2 (follow-up 
observation): Target Children.
FREQUENCY FREQUENCY PEARSON P
BEHAVIOURS TIME 1 TIME 2 CORR (2-TAIL)
T-C Looks Sib 128 142 0.49 0. 04*
T-C Includes Sib 1 0 - -
T-C Smiles Sib 1 6 -0.14 0.58
T-C Talks Sib 61 63 0.58 0.01**
T-C Assists Sib 3 7 0.63 0.01**
T-C Excludes Sib 21 9 0.48 0.04*
T-C Seek Attn Sib 13 31 0.30 0.23
T-C Suggests Sib 39 20 0.56 0.02*
T-C Directs Sib 56 55 0.92 0.00***
T-C Complies Sib 155 112 0.78 0.00***
T-C Criticise Sib 94 81 0.43 0.08
T-C Praises Sib 12 15 0.58 0.01**
T-C Self-Talk 171 127 0.67 0.00**
T-C Self-Critic 42 24 0.83 0.00***
T-C Self-Praise 20 20 0.44 0.07
T-C Looks Adult 22 27 0.43 0.08
T-C Smiles Adult 9 16 0.67 0.00**
T-C Talks Adult 35 40 0.30 0.23
T-C Seek Attn Adit 99 83 0.79 0.00***
T-C Directs Adult 0 0 - -
T-C Comply Adult 39 44 0.51 0.03*
T-C Criticise Adit 2 5 -0.15 0.55
T-C Uses Object 206 208 0.11 0.65
T-C Stops Using Obj 206 208 0.11 0.65
T-C Handles Obj 188 110 0.74 0.00***
T-C Looks Object 39 37 0.52 0.03*
T-C Proximity Tsk 13 13 0.67 0.00**
T-C Affection Obj 0 0 - -
T-C Talks Object 53 78 0.14 0.57
T-C Requests Obj 41 32 -0.05 0.84
T-C Accepts Obj 22 34 0.04 0.87
T-C Fetches Obj 5 6 0.85 0.00***
T-C Gives Object 65 70 0.55 0.02*
T-C Selects Task 73 86 0.28 0.26
T-C Drops Object 25 19 0.56 0.02*
T-C Moves Away 15 16 0.69 0.00***
T-C Aggress Obj 6 12 -0.05 0.85
T-C Disrupt Activ 50 39 0.44 0.07
T-C Grabs Object 54 53 -0.01 0.98
T-C Rejects Obj 5 4 -0.03 0.92
T-C Critic Obj 20 20 0.19 0.45
T-C Praises Obj 0 5 —
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Table D.l. (contd). Correlations of behavioural items at
Time 1 (initial observation) and Time 2 
(follow-up observation): Target children.
FREQUENCY FREQUENCY PEARSON P
BEHAVIOURS TIME 1 TIME 2 CORR (2-TAIL)
T-C Affect (phys) 1 1 -0.06 0.82
T-C Req Assistance 10 17 0.64 0.00**
T-C Accept Assist 22 24 0.82 o.00***
T-C Aggres (phys) 4 3 -0.14 0.58
T-C Resist (phys) 23 16 0.45 0.06
T-C Rejects Assist 0 0 - -
T-C Interferes 25 18 0.61 0.01**
T-C Inhibit (phys) 12 6 -0.09 0.72
T-C Demonstrates 19 10 0.97 0.00***
T-C Asks Question 34 55 0.40 0.10
T-C Aggres (verb) 30 31 0.27 0.28
T-C Refuse (verb) 54 54 0.52 0.03*
T-C Interrupts 1 1 -0.06 0.82
T-C Prohibits 3 4 0.90 0.00***
T-C Explains 95 80 0.69 o.00***
T-C Reassures 5 4 0.75 o.00***
T-C Ignores 104 98 0.01 0.96
T-C Laughs 31 45 0.19 0.46
T-C Req Permission 9 23 -0.08 0.77
T-C Screams 6 9 0.21 0.39
T-C Threatens 1 0 - -
T-C Insists 4 8 0.03 0.89
T-C Teases 6 10 0.59 0.01**
T-C Gazes Space 30 17 -0.03 0.92
T-C Cries 6 8 0.24 0.33
T-C Whines 71 61 0.88 0.00***
T-C Gross Motor 10 3 0.65 0.00**
T-C Total Behaviour 2725 2583 0.66 0.00**
T-C Play Duration 15151 17500 0.79 o.00***
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Table D.2. Correlations of behavioural items at Time 1 
(initial observation) and Time 2 (follow-up 
observation): Siblings.
FREQUENCY 
BEHAVIOURS TIME 1
Sib Looks T-C 83
Sib Includes T-C 4
Sib Smiles T-C 2
Sib Talks T-C 52
Sib Assists T-C 5
Sib Excludes T-C 42
Sib Seek Attn T-C 17
Sib Suggests T-C 30
Sib Directs T-C 83
Sib Complies T-C 100
Sib Criticise T-C 136
Sib Praises T-C 8
Sib Self-Talk 270
Sib Self-Critic 28
Sib Self-Praise 35
Sib Looks Adult 6
Sib Smiles Adult 1
Sib Talks Adult 32
Sib Seek Attn Ad 102
Sib Direct Adult 1
Sib Comply Adult 41
Sib Criticise Ad 7
Sib Uses Object 219
Sib Stops Using obj 219
Sib Handles Obj 86
Sib Looks obj 21
Sib Proximity Tsk 10
Sib Affection Obj 1
Sib Talks object 37
Sib Requests obj 35
Sib Accepts Obj 48
Sib Fetches Obj 15
Sib Gives Object 45
Sib Selects Task 93
Sib Drops Object 30
Sib Moves Away 15
Sib Aggress Obj 8
Sib Disrupt Activ 56
Sib Grabs Object 79
Sib Rejects Obj 4
Sib Critic Obj 34
Sib Praises Obj 3
FREQUENCY PEARSON P
TIME 2 CORR (2-TAIL)
84 0.68 0.00***
4 0.22 0.39
2 -0.13 0.62
69 0.44 0.07
8 -0.15 0.55
18 0.42 0.08
21 0.64 0.00**
22 0.79 0.00***
59 0.54 0.02*
68 0.86 0.00***
126 0.29 0.24
21 0.06 0.81
258 0.76 0.00***
17 0.35 0.16
33 0.32 0.20
3 0.58 0.01**
2 -0.09 0.74
48 0.77 0.00***
109 0.35 0.16
0 - -
34 0.46 0.06
4 0.61 0.01**
201 0.30 0.22
201 0.30 0.22
39 0.50 0.03*
8 0.60 0.01**
10 0.55 0.02*
0 - -
73 -0.03 0.92
37 -0.08 0.75
58 0.35 0.16
12 0.54 0.02*
49 0.11 0.67
85 0.58 0.01**
30 0.50 0.03*
11 0.43 0.08
7 0.44 0.07
54 0.37 0.13
57 0.03 0.89
1 -0.10 0.69
21 0.49 0.04*
5 0.44 0.07
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Table D.2. (contd). Correlations of behavioural items at
Time 1 (initial observation) and Time 2 
(follow-up observation): Siblings.
FREQUENCY FREQUENCY PEARSON P
BEHAVIOURS TIME 1 TIME 2 CORR (2-TAIL)
Sib Affect (phys) 
Sib Req Assist 
Sib Accept Assist 
Sib Aggres (phys) 
Sib Resist (phys) 
Sib Reject Assist 
Sib Interferes 
Sib Inhibit (phys) 
Sib Demonstrates 
Sib Asks Question 
Sib Aggres (verb) 
Sib Refuse (verb) 
Sib Interrupts 
Sib Prohibits 
Sib Explains 
Sib Reassures 
Sib Ignores 
Sib Laughs 
Sib Req Permission 
Sib screams 
Sib Threatens 
Sib Insists 
Sib Teases 
Sib Gazes Space 
Sib Cries 
Sib Whines 
Sib Gross Motor
Sib Total Behaviour 
Sib Play Duration
0 0
15 8
8 16
0 5
9 13
2 2
27 26
34 26
19 14
47 50
60 55
55 54
3 3
10 15
152 172
4 5
0 81
27 47
5 3
12 8
1 5
15 14
13 11
8 18
4 4
44 46
2 7
2806 2677
21218 22251
-0.04 0.89
0.54 0.02*
-0.12 0.63
0.29 0.24
0.66 0 .00**
0.41 0.09
0.40 0.10
0.65 0.00**
0.33 0.19
0.45 0.06
-0.12 0.63
0.32 0.19
0.91 0.00***
0.39 0.11
0.85 0.00***
-0.28 0.27
0.30 0.23
-0.10 0.68
0.40 0.10
0.70 0.00***
0.33 0.19
-0.17 0.49
0.11 0.66
0.79 0.00***
0.45 0.06
0.58 0.01**
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Table D.3. Correlations of behavioural items at Time 1 
(initial observation) and Time 2 (follow-up 
observation): Adults.
FREQUENCY FREQUENCY PEARSON P
BEHAVIOURS TIME 1 TIME 2 CORR (2-TAIL)
A Asks Question 0 0 — —
A Smiles sib 1 1 -0.06 0.82
A Talks Sib 41 61 0.58 0.01**
A Assists Sib 12 22 0.58 0.01**
A Suggests Sib 36 26 0.07 0.78
A Directs Sib 49 34 0.25 0.33
A Critic Sib 33 21 0.67 0.00**
A Praises Sib 48 45 0.73 0.00**
A Smiles T-C 1 8 0.14 0.58
A Talks T-C 44 59 0.51 0.03*
A Assists T-C 28 25 0.92 0.00***
A Suggests T-C 38 20 0.35 0.16
A Directs T-C 60 53 0.33 0.19
A Critic T-C 11 22 0.34 0.16
A Praises T-C 47 18 0.10 0.69
A Gives Object 16 15 0.57 0.01**
A Praises Task 1 0 - -
A Affection (phys) 0 1 - -
A Interferes 0 3 - -
A Inhibits (phys) 2 7 0.22 0.38
A Demonstrates 14 13 0.62 0.01**
A Comforts 0 0 - -
A Interrupts 1 0 -
A Prohibit (verb) 1 2 0.69 0.02**
A Explains 29 46 0.63 0.01**
A Reassures 28 6 -0.19 0.46
A Ignores 0 0 - -
A Laughs 0 1 - -
A Insists 0 0 ' — —
A Towards T-C 229 205 0.64 0.00**
A Towards Sib 220 211 0.66 0.00**
A Total Behaviours 541 510 0.81 0.00***
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TERMS USED FOR THE SUBJECTS IN THE HOME OBSERVATIONS
CEREBRAL PALSIED SUBJECTS:
The cerebral palsied children were referred to as 
handicapped, disabled or C.P. children and also as Target- 
Hand.
NORMAL SIBLINGS OF CEREBRAL PALSIED SUBJECTS:
The normal siblings of the handicapped children were 
referred to as Sibs-Hand.
NORMAL CONTROLS FOR HANDICAPPED CHILDREN:
Matched controls for the handicapped subjects were 
referred to as Target-Normals or Target-Norm.
NORMAL CONTROLS FOR SIBLINGS OF HANDICAPPED CHILDREN:
Matched controls for the Sibs-Hand were referred to 
as Sibs-Norm.
HANDICAPPED CHILDREN AND CONTROLS:
The handicapped children and their matched normal 
controls were collectively referred to as target children or 
Target-Sibs.
SIBS-HAND AND SIBS-NORM:
The normal siblings of handicapped children and their 
matched controls were collectively called Siblings.
FAMILIES:
Families with a cerebral palsied child were termed 
handicap families and normal control families were termed 
control families.
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VARIABLES INCLUDED IN EACH OF THE INDICES
a) INDICES AVAILABLE FOR BOTH HANDICAP AND CONTROL GROUPS:
PARENTAL ISOLATION INDEX (PARISOL):
Mother Employed (a) + Others Living in Household (d) + Own 
Car (11) + Relaxation Activities (82) + Couple's Outings
(84) + Father's Outings (86) + Mother's Outings (87) + Can
Leave Children (88) + Friends Visit (95)
TARGET-CHILD ISOLATION INDEX (SIBHISOL):
Target-C Visited (48) + Target-C Visits (49) + Sibling's
Friends Play Target-C (50) + Sibling's Friends Talk Target-C 
(50) + Target-C Plays Outdoors (52) + Relaxation Activities
(82) + Target-C Taken Shops (91)
SIBLING ISOLATION INDEX (SIBNISOL):
Sibling Visited (50) + Sibling Visits (51) + Relaxation
Activities(82) + Sibling Taken Shops (91)
SIBLING DYAD ISOLATION INDEX (SIBISOL):
SIBHISOL + Sibling Visited (50) + Sibling Visits (51) +
Sibling Taken Shops (91)
FAMILY ISOLATION INDEX (FAMISOL):
PARISOL + Target-C Visited (48) + Target-C Visits (49) +
Sibling Visited (50) + Sibling's Friends Play Target-C (50) 
+ Sibling's Friends Talk Target-C (50) + Sibling Visits (51) 
+ Target-C Taken Shops (91) + Sibling Taken Shops (91)
FATHER'S INVOLVEMENT WITH TARGET-CHILD (FINVOLVE):
Bathes (73a) + Dresses (73b) + Reads (73c) + Plays (73d) + 
Takes Out (73f) + Caretakes (73g) + Other (74) + Refuses 
Some Tasks (75)
FATHER'S SUPPORTIVENESS OF MOTHER (FSUPPORT):
FINVOLVE + F Absent (a) + F Caretakes Sibling (76) + Discusses 
Roles (78) + F Accompanies on Holidays (83) + F Goes Out
Alone (86) + F Caretakes Sibs if M Hospitalised (89)
MATERNAL SATISFACTION WITH FATHER'S SUPPORT (FSATIS):
M Satisfied with Role (79) + M Desires Change (80) + What 
prevents change (81)
NOTE: Nos. in brackets refer to item numbers on the Maternal 
Interview (Appendix A.3). All items converted to 
binary (0= No, 1= Yes) prior to summation.
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EXTENDED FAMILY SUPPORTIVENESS OF MOTHER (XFAMSUP):
Live With or Near XFam (d) + Xfam Help With Caretaking (85, 
88,89)
FRIENDS SUPPORTIVENESS OF MOTHER (FRSUP):
Friends Visit (95) + Friends Visited (86, 87) + Friends Help 
with Caretaking (88, 89)
CARETAKING - DEPENDENCY INDEX (CARETAKE):
Dressing (12) + Undressing (13) + Manages Buttons etc (13) +
Washes (14) + Toilet (15-21) + Feeding Problems (22,23) +
Sleeping Problems (32-34) + Sleeps Alone (36) + Plays Alone 
(41-44) + Active (44) + Seeks Undue Attention (45) +
Independent (90) + Mother Intervenes in Quarrels (53) +
Parents Cannot Leave Child (84, 88)
PUNITIVENESS TOWARDS TARGET-CHILD (PUNSIBH): (1)
Spanked (67) + Punished (68) + Sent to Room (70a) + Loses
Privileges (70b) + Love Withdrawal (70c) + Telling Others 
(70d) + Other Punishment (70e)
PUNITIVENESS TOWARDS SIBLING (PUNSIBN): (2)
Spanked (67) + Punished (68) + Sent to Room (70a) + Loses
Privileges (70b) + Love Withdrawal (70c) + Telling Others 
(70d) + Other Punishment (70e)
DISCIPLINING DISCREPANCY INDEX (DISCREP): (3)
Spanked (67) + Punished (68) + Sent to Room (70a) + Loses
Privileges (70b) + Love Withdrawal (70c) + Telling Others 
(70d) + Other Punishment (70e)
MATERNAL PUNITIVENESS INDEX (MATPUN): (4)
Target-C Spanked + Sibling Spanked + Target-C Punished + 
Sibling Punished + Target-C Sent Room + Sibling Sent Room + 
Target-C Loses Privileges + Sibling Loses Privileges + 
Target-C Love Withdrawal + Sibling Love Withrawal + Target-C
Tell Others + Sibling Tell Others + Target-C Other
Punishment + Sibling Other Punishment
(1) Scored if only Target-Child is punished
(2) Scored if only Sibling is punished
(3) Count of number of discrepancies
(4) Count of number of punishments
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b) INDICES ONLY AVAILABLE FOR HANDICAP GROUPS:
MOTOR HANDICAP INDEX (MOTHAND):
Motor difficulty (1) + Ability to walk (2) + Walking
distance (3) + Mobility (4) + Mobility distance (4) +
Sitting up (5) + Remaining seated (6) + Ability to stand (7) 
+ Remaining upright (8) + Voluntary movement (9) + Supports 
head (9) + Mobility outside home (10)
ADDITIONAL HANDICAPS (ADDHAND):
Visual problems (b) + Hearing problems (b) + Speech
problems (b) + Epilepsy (b) + Health problems (b) + Mental 
retardation (b)
OVERALL HANDICAP INDEX (HANDICAP):
MOTHAND + ADDHAND
DEPENDENCY INDEX (DEPENDENCY):
HANDICAP + CARETAKE
FATHER'S INVOLVEMENT WITH TARGET-HAND (H-FINVOLVE):
FINVOLVE + Father helps with physical therapy (73e)
PATERNAL SUPPORT OF MOTHER (H-FSUPPORT):
FSUPPORT + Father helps (73) + Father supports (116) +
Father discusses Child-Hand with mother (122)
MATERNAL SATISFACTION WITH PATERNAL SUPPORT (H-FSATIS): 
FSATIS + Impact of handicap (121) + Effect on marriage (121)
SUPPORTIVENESS OF EXTENDED FAMILY (H-XFAMSUP):
XFAMSUP + Xfam assists M (73) + M discusses Child-Hand 
with Xfam (102) + Xfam supports M (116)
SUPPORTIVENESS OF FRIENDS (H-FRSUP):
FRSUP + Isolated from friends (94) + Friendly with parents 
of C.P. children (98) + M discusses Child-Hand with friends 
(102) + Friends support M (116)
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PARENTAL ISOLATION INDEX - HANDICAP GROUPS (H-PARISOL):
PARISOL + Parents isolated (94) + Friends uneasy (96) +
Relatives avoid (97) + Not friendly with parents of C.P.
children (98) + Not member of parents1 group (99) + Isolated 
by child's handicap (117)
CHILD-HAND ISOLATION INDEX - HANDICAP GROUPS (H-SIBHISOL): 
SIBHISOL + Reactions to staring (93)
SIBLING DYAD ISOLATION INDEX - HANDICAP GROUPS (H-SIBISOL): 
SIBISOL + Reactions to staring (93)
FAMILY ISOLATION INDEX - HANDICAP GROUPS (H-FAMISOL):
FAMISOL + Parents isolated (94) + Friends uneasy (96) +
Relatives avoid (97) + Not friendly with parents of C.P.
children (98) + Not member of parents' group (99) + Isolated 
by child's handicap (117) + Rections to staring (93)
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Table E.3.1. Differences between handicap and control groups 
on indices computed from maternal interviews.
INDICES
MEAN
HANDICAP
MEAN
CONTROLS
T
VALUE D.F.
P
2-TAIL
PARISOL 
SIBHISOL 
SIBNISOL 
SIB I SOL 
FAMISOL
12.188
12.438
9.156
15.656
20.781
12.438
10.328
7.734
13.047
17.375
-0.19
1.88
2.95
1.72
3.32
71.35
84.20
126
87.24
126
0.849
0.064
0.004**
0.088
0.001***
FINVOLVE
FSUPPORT
FSATIS
8.563
14.266
1.156
7.109
14.234
1.969
2.01
0.03
-3.26
126
126
126
0.046*
0.977
0.001***
XFAMSUP
FRSUP
3.328
2.797
3.234
2.984
0.30
-0.74
126
126
0.764
0.463
CARETAKE 20.422 7.625 8.65 105.6 0.000***
PUNSIBH
PUNSIBN
DISCREP
MATPUN
0.328
0.453
0.953
6.750
0.219
0.297
0.625
4.672
0.90
1.01
1.50
4.44
111.7
114.7
112.7 
126
0.368 
0.316 
0.135 
0.000***
Table E.3.2. Distribution of motor handicap scores 
among C.P. children in the 4 handicap
(MOTHAND) 
groups.
MOTHAND GROUP 1 GROUP 2 GROUP 3 GROUP 4 TOTAL
3 - 1 0 7.8 6.3 15.6 7.8 37.5
11 - 20 6.3 14.1 4.7 9.4 34.4
20 - 32 10.9 4.7 4.7 7.8 28.1
% of Sample 25.0 25.0 25.0 25.0 100.0
78
INDICES A P P E N D I X  E.3
Table E.3.3. Distribution of additional handicaps (ADDHAND)
among C.P. children in the 4 handicap groups.
ADDHAND GROUP 1 GROUP 2 GROUP 3 GROUP 4 TOTAL
0 _ 3.1 4.7 — 7.8
1 9.4 6.3 7.8 7.8 31.3
2 6.3 3.1 6.3 7.8 23.4
3 7.8 9.4 3.1 - 20.3
4 1.6 1.6 - 3.1 6.3
5 - - - 6.3 6.3
6 - 1.6 3.1 - 4.7
% of Sample 25.0 25.0 25.0 25.0 100.0
Table E.3.4. Distribution of handicap scores (HANDICAP) 
among C.P. children in the 4 handicap groups.
HANDICAP GROUP 1 GROUP 2 GROUP 3 GROUP 4 TOTAL
3-10: Mild 7.8 6.3 14.1 6.3 34.4
11-20: Moder 3.1 7.8 6.3 10.9 28.1
21-38: Severe 14.1 10.9 4.7 7.8 37.5
% of Sample 25.0 25.0 25.0 25.0 100.0
Table E.3.5. Distribution of dependency 
among C.P. children in the
scores (DEPENDENCY) 
4 handicap groups.
DEPENDENCY GROUP 1 GROUP 2 GROUP 3 GROUP 4 TOTAL
9-20: Low 1.6 1.6 9.4 6.3 18.8
21-40: Moder 9.4 12.5 9.4 10.9 42.2
41-60: High 10.9 7.8 3.1 4.7 26.6
61-80: Extrm 3.1 3.1 3.1 3.1 12.5
% of Sample 25.0 25.0 25.0 25.0 100.0
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Table E.3.6. Degree of paternal involvement in caretaking 
of Child-H (H-FINVOLVE) in the four handicap 
groups.
H-FINVOLVE GROUP 1 GROUP 2 GROUP 3 GROUP 4 TOTAL
Uninvolved (0) 1.6 1.6 _ 1.6 4.7
Low inv (3-7) 4.7 12.5 6.3 7.8 31.3
Moder (8-12) 10.9 6.3 10.9 10.9 39.1
High (13-17) 7.8 4.7 7.8 4.7 25.0
% of Sample 25.0 25.0 25.0 25.0 100.0
Table E.3.7. Maternal evaluation 
(H-FSUPPORT) in the
of fathers1 supportiveness 
four handicap groups.
H-FSUPPORT GROUP 1 GROUP 2 GROUP 3 GROUP 4 TOTAL
LOW sup (1-10) 4.7 6.3 1.6 7.8 20.3
Moder (11-20) 12.5 15.6 14.1 10.9 53.1
High (21-32) 7.8 3.1 9.4 6.3 26.6
% of Sample 25.0 25.0 25.0 25.0 100.0
Table E.3.8. Maternal satisfaction 
the father (H-FSATIS)
with support provided by 
in the 4 handicap groups
H-FSATIS GROUP 1 GROUP 2 (GROUP 3 GROUP 4 TOTAL
Not at all (0) 
Low sat (1-2) 
Moderate (3-5) 
High sat {6-1)
4.7 
3.1
12.5
4.7
9.4
3.1
10.9
1.6
6.3 
1.6
10.9
6.3
4.7 
3.1
12.5
4.7
25.0
10.9
46.9 
17.2
% of Sample 25.0 25.0 25.0 25.0 100.0
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Table E.3.9. Maternal evaluation of the supportiveness of
friends (H-FRSUP) in the 4 handicap groups.
H-FRSUP GROUP 1 GROUP 2 GROUP 3 GROUP 4 TOTAL
No support - 3.1 — 1.6 4.7
Low sup (1-3) 14.1 14.1 15.6 10.9 54.7
Moder (4-6) 10.9 7.8 7.8 12.5 39.1
High (7-8) — - 1.6 - 1.6
% of Sample 25.0 25.0 25.0 25.0 100.0
Table E.3.10. Maternal evaluation 
the extended family 
handicap groups.
of the supportiveness of 
(H-XFAMSUP) in the four
H-XFAMSUP GROUP 1 GROUP 2 GROUP 3 GROUP 4 TOTAL
No support - 1.6 3.1 1.6 6.3
Low sup (1-3) 7.8 9.4 9.4 10.9 37.5
Moder (4-6) 9.4 9.4 9.4 12.5 40.6
High (7-8) 7.8 4.7 3.1 — 15.6
% of Sample 25.0 25.0 25.0 25.0 100.0
Table E.3.11. Degree
mothers
of parental 
(H-PARISOL)
isolation 
in the 4
reported by 
handicap groups.
H-PARISOL GROUP 1 GROUP 2 GROUP 3 GROUP 4 TOTAL
LOW (7-11) 6.3 1.6 4.7 _ 12.5
Moder (12-17) 15.6 10.9 17.2 17.2 60.9
High (18-22) 3.1 12.5 3.1 7.8 26.6
% of Sample 25.0 25.0 25.0 25.0 100.0
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Table E.3.12. Degree of isolation of the Child-H reported by
mothers (H-SIBHISOL) in the 4 handicap groups.
H-SIBHISOL GROUP 1 GROUP 2 GROUP 3 GROUP 4 TOTAL
LOW
Moder
High
(5-10)
(11-16)
(17-22)
6.3
18.8
3.1
17.2
4.7
10.9
12.5
1.6
7.8
12.5
4.7
28.1
60.9
10.9
% of Sample 25.0 25.0 25.0 25.0 100.0
Table E.3.13. Degree of 
by mothers
isolation of the Sib 
(SIBNISOL) in the 4
-Hand reported 
handicap groups
H-SIBHISOL GROUP 1 GROUP 2 GROUP 3 GROUP 4 TOTAL
LOW
Moder
High
(4-7)
(8-11)
(12-15)
6.3
15.6
3.1
7.8
6.3
10.9
7.8
10.9
6.3
9.4
10.9
4.7
31.3
43.8
25.0
% of Sample 25.0 25.0 25.0 25.0 100.0
Table E.3.14. Degree of 
by mothers 
groups.
isolation of the siblings reported 
(H-SIBISOL) in the four handicap
H-SIBISOL GROUP 1 GROUP 2 GROUP 3 GROUP 4 TOTAL
LOW
Moder
High
(5-11)
(12-18)
(19-26)
4.7 
15.6
4.7
1.6
12.5
10.9
7.8
10.9
6.3
7.8 
9.4
7.8
21.9
48.4
29.7
% of Sample 25.0 25.0 25.0 25.0 100.0
Table E.3.15. Degree of family isolation reported by mothers 
(H-FAMISOL) in the four handicap groups.
H-SIBIS GROUP 1 GROUP 2 GROUP 3 GROUP 4 TOTAL
Low (9-20) 9.4 4.7 7.8 7.8 29.7
Moder (21-30) 15.6 14.1 14.1 9.4 53.1
High (31-40) - 6.3 3.1 7.8 17.2
% of Sample 25.0 25.0 25.0 25.0 100.0
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MATERNAL INTERVIEW DATA: HANDICAP SAMPLE
Table F.l. Prevalence and severity of additional handicaps 
within the cerebral palsied sample (N=64).
PREVALENCE AND SEVERITY 
OF ADDITIONAL HANDICAPS NO. OF ss PERCENTAGE
MENTAL RETARDATION:
Normal and borderline (IQ=70+) 40 62.5
Mild retardation (IQ=55-70) 24 37.5
VISUAL PROBLEMS:
Normal vision 28 43.8
Some problems (glasses/surgery) 36 56.2
HEARING DIFFICULTIES:
Normal hearing 61 95.3
Some problems (hearing aid) 2 3.1
Severe problems 1 1.6
SPEECH PROBLEMS:
Normal speech 24 37.5
Mild dysarthria 8 12.5
Moderate dysarthria 16 25.0
Severe dysarthria 10 15.6
Few words or no speech 6 9.4
PROBLEMS IN MOUTH-CONTROL:
No problems 32 50.0
Slight problems 21 32.8
Severe difficulty 11 17 .2
EPILEPSY:
No seizures reported 53 82.8
Controlled by medication 9 14.1
Persistant seizures 2 3.1
SUSCEPTIBILITY TO ILLNESS:
Not unduly susceptible 35 54.7
Somewhat susceptible 21 32.8
Highly illness-prone 8 12.5
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Table F.2. Prevalence and severity of motor handicaps within 
the cerebral palsied sample (N=64)
SEVERITY OF 
MOTOR HANDICAPS NO. OF SS PERCENTAGE
WALKING:
Independently or slight support 27 42.2
Strongly self-supported 15 23.4
Supported by others 12 18.8
Cannot walk 10 15.6
DISTANCE WALKED:
Virtually independent 25 39.1
Only at home 18 28.2
Few steps or not at all 22 32.8
MOBILITY:
Capable of walking 30 46.9
Crawls, rolls, creeps, etc. 26 40.8
Totally immobile 8 12.5
SITTING UP FROM LYING:
Alone 45 70.3
With assistance 19 29.7
REMAINING SEATED:
Regular chair 47 73.4
Special seat 17 26.6
RISES TO STANDING:
Independently 21 32.8
Using furniture 25 39.1
With assistance 8 12.5
Cannot stand 10 15.6
REMAINS STANDING:
Indefinitely 34 53.1
For a few minutes 13 20.3
Momentarily or not at all 17 26.5
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Table F .2 (Cntd). Prevalence and severity of motor handicaps 
within the cerebral palsied sample (N=64)
SEVERITY OF 
MOTOR HANDICAPS NO. OF SS PERCENTAGE
VOLUNTARY TOTAL BODY MOVEMENT:
Yes 56 87.5
No 8 12.5
HEAD CONTROL:
Yes 60 93.8
NO 4 6.2
MOBILITY OUTSIDE HOME:
Walks independently or slight support 22 34.4
Walks short distances only 13 20.3
Needs to be carried/pushed in pram 29 45.3
SAFETY MEASURES IN CAR:
No special arrangements 42 65.6
Special belt or seat 8 12.5
No car 14 21.9
Table F.3. Persons 
and/or
on whom 
emotional
mothers
support
rely most for practical
SUPPORT GROUP 1 GROUP 2 GROUP 3 GROUP 4 TOTAL
Relies on self 1.6 4.7 3.1 3.1 12.5
Husband alone 6.3 6.3 15.6 6.3 34.4
Husband & others 9.4 9.4 3.1 9.4 31.3
Others 7.8 3.1 3.1 4.7 18.8
Normal sibling - 1.6 — 1.6 3.1
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Table F.4. Percentage of mothers reporting that people 
stare at or comment on Child-H.
STARING GROUP 1 GROUP 2 GROUP 3 GROUP 4 TOTAL
Yes 12.5 25.0 10.9 23.4 71.9
NO 12.5 - 14.1 1.6 28.1
Table F.5. How mothers in handicap• groups handle people who
stare at or comment on Child-H.
STARING GROUP 1 GROUP 2 GROUP 3 GROUP 4 TOTAL
No staring 6.3 - 6.3 — 12.5
Always explain 9.4 4.7 3.1 6.3 23.4
Sometimes expl 3.1 6.3 3.1 1.6 14.1
Ignore them 4.7 6.3 6.3 12.5 29.7
Distressed 1.6 7.8 6.3 4.7 20.3
Table F.6. Percentage 
ting that 
Child-H.
of mothers 
friends feel
in handicap groups repor- 
uncomfortable because of
UNEASY GROUP 1 GROUP 2 GROUP 3 GROUP 4 TOTAL
Yes, no friends 3.1 9.4 6.3 9.4 28.1
Yes, initially 12.5 10.9 14.1 12.5 50.0
No, supportive 9.4 4.7 4.7 3.1 21.9
Table F.7. Percentage of mothers in handicap groups 
ting that relatives are supportive.
repor-
SUPPORTIVE GROUP 1 GROUP 2 GROUP 3 GROUP 4 TOTAL
No, uneasy 3.1 3.1 1.6 3.1 10.9
No, live too far 6.3 7.8 9.4 7.8 31.3
Some assistance 1.6 3.1 7.8 9.4 21.9
Considerable help 7.8 9.4 6.3 3.1 26.6
Very supportive 6.3 1.6 1.6 9.4
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Table F.8. Percentage of mothers in handicap groups repor­
ting contact with parents of C.P. children.
CONTACTS GROUP 1 GROUP 2 GROUP 3 GROUP 4 TOTAL
No, time/distance 18.8 15.6 17.2 12.5 64.1
No, avoid deliber - 1.6 1.6 6.3 9.4
Yes, understand 3.1 6.3 1.6 4.7 15.6
Yes, infrequently 3.1 1.6 4.7 1.6 10.9
Table F.9. Percentage of 
members of a
parents
society
in handicap groups 
for the handicapped.
who are
MEMBERSHIP GROUP 1 GROUP 2 GROUP 3 GROUP 4 TOTAL
Yes, but inactive — 6.3 6.3 7.8 20.3
Yes, attend 6.3 3.1 4.7 4.7 18.8
No, time/distance 10.9 7.8 10.9 6.3 35.9
No, useless 1.6 4.7 - 6.3 12.5
No, unaware 6.3 3.1 3.1 - 12.5
Table F.10. Information given to normal siblings regarding 
Child-Hfs condition.
DISCUSSED GROUP 1 GROUP 2 GROUP 3 GROUP 4 TOTAL
Discuss openly 6.3 7.8 1.6 6.3 21.9
Motor problem 17.2 17.2 7.8 15.6 57.8
C-H young/hurt 1.6 - 1.6 1.6 4.7
Sib too young - - 14.1 1.6 15.6
Table F.ll. Information given to handicapped children 
regarding their disability.
DISCUSSED GROUP 1 GROUP 2 GROUP 3 GROUP 4 TOTAL
Never discuss — 1.6 3.1 1.6 6.3
C-H young/unaware 6.3 1.6 3.1 3.1 14.1
Discuss openly 1.6 3.1 1.6 12.5 18.8
Prob needing PT 10.9 15.6 12.5 6.3 45.3
C-H young/hurt 6.3 3.1 4.7 1.6 15.6
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Table F.12. Percentage of mothers who reported talking to 
their spouses about Child-H*s problems.
DISCUSSED GROUP 1 GROUP 2 GROUP 3 GROUP 4 TOTAL
Discuss openly 10.9 14.1 10.9 12.5 48.4
Avoid discussing 14.1 10.9 14.1 12.5 51.6
Table F .13. Percentage of 
for Child-H*s
mothers 
future.
who reported making plans
PLANNING GROUP 1 GROUP 2 GROUP 3 GROUP 4 TOTAL
Make no plans 10.9 12.5 9.4 3.1 35.9
Ensure security 14.1 7.8 7.8 15.6 45.3
Hope and worry - 4.7 7.8 6.3 18.8
Table F.14. Percentage of mothers who reported that 
expected the normal siblings to care for 
Child-H in future.
they
the
EXPECTATIONS GROUP 1 GROUP 2 GROUP 3 GROUP 4 TOTAL
Haven't considered 1.6 6.3 10.9 — 18.8
Expect & discussed 6.3 4.7 - 7.8 18.8
Hope,not discussed 10.9 7.8 9.4 4.7 32.8
Hope but unsure 1.6 - 1.6 6.3 9.4
Do not expect 4.7 6.3 3.1 6.3 20.3
Table F.15. Mothers' evaluations of aspects of handicap 
which are most difficult for Child-H to bear.
HANDICAPS GROUP 1 GROUP 2 GROUP 3 GROUP 4 TOTAL
Nothing particular 1.6 3.1 6.3 - 10.9
Motor problems 18.8 14.1 7.8 15.6 56.3
Speech problems 3.1 4.7 6.3 1.6 15.6
Appearance 1.6 1.6 3.1 4.7 10.9
Physical therapy 1.6 1.6 3.1 6.3
88
MATERNAL DATA: HANDICAP A P P E N D I X  F
Table F .16. Maternal evaluations of how well their Child-H 
is coping with his disabilities.
C-H COPING GROUP 1 GROUP 2 GROUP 3 GROUP 4 TOTAL
Coping well 14.1 10.9 9.4 12.5 46.9
Covers up weakn 1.6 6.3 6.3 6.3 20.3
Upset but fights 3.1 3.1 4.7 4.7 15.6
Discour/passive - 1.6 3.1 1.6 6.3
Young/unaware 6.3 3.1 1.6 - 10.9
Table F.17. Maternal evaluation 
towards handicap.
of sibling attitudes
ATTITUDE GROUP 1 GROUP 2 GROUP 3 GROUP 4 TOTAL
Hasn't realised • — 14.1 1.6 15.6
Misses companion 6.3 4.7 - 1.6 12.5
Used to condition 7.8 4.7 9.4 12.5 34.4
Family problem 3.1 3.1 - 1.6 7.8
Temporary problem 3.1 3.1 - 3.1 9.4
Distressed 4.7 9.4 1.6 4.7 20.3
Table F .18. Percentage of 
who felt more
mothers in the 4 handicap 
allowances were made for
groups
Child-H.
ALLOWANCES GROUP 1 GROUP 2 GROUP 3 GROUP 4 TOTAL
Yes 20.3 18.8 3.1 9.4 51.6
NO 4.7 6.3 21.9 15.6 48.4
Table F .19. Percentage of 
who resented
siblings
allowances
in the 
made
4 handicap 
for Child-H.
groups
RESENTMENT GROUP 1 GROUP 2 GROUP 3 GROUP 4 TOTAL
No allowances 1.6 3.1 17.2 9.4 31.3
Understands 7.8 1.6 - 6.3 15.6
Resentful 15.6 20.3 7.8 9.4 53.1
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Table F .20. Ways in which mothers in handicap groups handle 
sibling jealousy.
JEALOUSY GROUP 1 GROUP 2 GROUP 3 GROUP 4 TOTAL
Not jealous 4.7 7.8 14.1 14.1 40.6
Extra attentn 4.7 4.7 6.3 3.1 18.8
New interests 1.6 - 1.6 1.6 4.7
Explanations 14.1 12.5 3.1 6.3 35.9
Table F .21. Maternal evaluations of 
disabled child has had
the effect that the 
on his normal sibling.
IMPACT GROUP 1 GROUP 2 GROUP 3 GROUP 4 TOTAL
Hurt but loving 6.3 — — — 6.3
Lacks playmate 6.3 6.3 - 3.1 15.6
Maternal depriv 3.1 1.6 6.3 - 10.9
Sib accepts 1.6 3.1 14.1 7.8 26.6
Introverted 1.6 1.6 - 3.1 6.3
Angry/rej ecting 3.1 1.6 1.6 1.6 7.8
Mature/capable 1.6 7.8 3.1 9.4 21.9
Upset by others 1.6 3.1 - - 4.7
Table F .22. Maternal evaluations of the effect that the
normal sibling has had on the disabled child.
IMPACT GROUP 1 GROUP 2 GROUP 3 GROUP 4 TOTAL
Nothing particular 1.6 — 1.6 3.1 6.3
Friend & parent 6.3 9.4 - 4.7 20.3
Friend & companion 4.7 10.9 4.7 3.1 23.4
Enhanced developm 6.3 1.6 4.7 3.1 15.6
Sib too young - - 6.3 3.1 9.4
Sib gives C-H life 1.6 - 3.1 4.7 9.4
Child-H jealous - 1.6 3.1 - 4.7
Child-H dominant 3.1 - 1.6 1.6 6.3
Sib rejects Ch-H 1.6 1.6 — 1.6 4.7
Neutral impact 4.7 — 9.4 7.8 21.9
Positive impact 18.8 21.9 12.5 15.6 68.7
Negative impact 1.6 3.1 3.1 1.6 9.4
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Table F.23. Aspects of handicap which mothers find most 
difficult to cope with.
HANDICAPS GROUP 1 GROUP 2 GROUP 3 GROUP 4 TOTAL
Motor problem 7.8 6.3 - 12.5 26.6
Communication 4.7 1.6 - 3.1 9.4
Other handicaps 3.1 3.1 - 1.6 7.8
Extreme dependcy 4.7 12.5 9.4 4.7 31.3
Irreversible 4.7 1.6 15.6 3.1 25.0
Table F .24. Special problems (practical or 
by mothers due to their child’s
emotional)
handicap.
faced
PROBLEMS GROUP 1 GROUP 2 GROUP 3 GROUP 4 TOTAL
Practical difficlt 3.1 — 3.1 — 6.3
Phys & emot stress 4.7 10.9 7.8 10.9 34.4
Emotional strain 10.9 10.9 12.5 10.9 45.3
Extreme dependcy 6.3 3.1 1.6 3.1 14.1
Table F.25. Maternal attitudes towards the child' s handicap
ATTITUDE GROUP 1 GROUP 2 GROUP 3 GROUP 4 TOTAL
Hurt but fighting 7.8 9.4 4.7 15.6 37.5
Fear and anxiety 7.8 3.1 10.9 1.6 23.4
Hoping & battling 7.8 9.4 3.1 3.1 23.4
Encourage indep 1.6 3.1 6.3 4.7 15.6
Table F.26. Mothers' evaluations of aspects of handicap 
which are most difficult for fathers to bear.
HANDICAPS GROUP 1 GROUP 2 GROUP 3 GROUP 4 TOTAL
No distress ■ — 1.6 3.1 1.6 6.3
Motor/other handcp 6.3 1.6 - 3.1 10.9
Why his child 3.1 7.8 3.1 4.7 18.8
Not like others 9.4 3.1 10.9 6.3 29.7
Anxiety for future 6.3 3.1 4.4 4.7 18.8
Shame & isolation — 7.8 3.1 4.7 15.6
91
MATERNAL DATA: HANDICAP A P P E N D I X  F
Table F .27. Maternal evaluations of their husband's atti­
tude towards the child’s handicap.
ATTITUDE GROUP 1 GROUP 2 GROUP 3 GROUP 4 TOTAL
Disaster 4.7 6.3 1.6 7.8 20.3
Protect/cover up 10.9 12.5 10.9 6.3 37.5
Encourage indep 7.8 4.7 10.9 12.5 35.9
Uninvolved 1.6 1.6 1.6 1.6 6.3
Table F.28. Maternal evaluations 
handicapped child has
of the 
had on
effect that the 
their marriage.
IMPACT GROUP 1 GROUP 2 GROUP 3 GROUP 4 TOTAL
No difference 9.4 6.3 9.4 6.3 31.3
Positive impact 6.3 - 4.7 3.1 14.1
Negative impact 6.3 12.5 9.4 10.9 39.1
Positive & negat 3.1 6.3 1.6 4.7 15.6
Table F .29. Maternal evaluations of the effect of the 
abled child on the family.
dis-
IMPACT GROUP 1 GROUP 2 GROUP 3 GROUP 4 TOTAL
Nothing special 
Negative impact 
Joy and pain 
Brought us close
1.6
17.2
4.7
1.6
20.3
1.6
3.1
4.7
18.8
1.6
3.1
20.3
1.6
9.4
76.6
7.8
6.3
Table F .30. Maternal evaluations of 
sibling on the family.
the effect of the normal
IMPACT GROUP 1 GROUP 2 GROUP 3 GROUP 4 TOTAL
Nothing special 
Positive impact 
Negative impact 
Worry if healthy
21.9
3.1
1.6
23.4
3.1 
12.5
3.1 
6.3
7.8
14.1
3.1
12.5
71.9
9.4
6.3
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Table F .31. Maternal reports on how the experience of having 
a disabled child changed them.
CHANGES GROUP 1 GROUP 2 GROUP 3 GROUP 4 TOTAL
No difference 1.6 — — 1.6 3.1
Mature/sensitive 14.1 6.3 7.8 9.4 37.5
Hurt but stronger 1.6 6.3 1.6 4.7 14.1
Hard & assertive 3.1 1.6 3.1 7.8
Depressed/isolated 7.8 9.4 14.1 6.3 37.5
Table F .32. Mothers’ advice 
children.
to other parents of handicapped
ADVICE GROUP 1 GROUP 2 GROUP 3 GROUP 4 TOTAL
Cannot advise 3.1 1.6 3.1 _ 7.8
Informed efforts 14.1 14.1 14.1 7.8 50.0
Community integr 4.7 3.1 1.6 3.1 12.5
Patience & hope 3.1 3.1 6.3 6.3 18.8
Live their life — 3.1 — 7.8 10.9
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MATERNAL INTERVIEW DATA: RUTTER AND BSQ SCORES
NOTE: - BSQ ratings were obtained for all target children, 
both handicapped and control (N= 64 in each group).
- BSQ ratings were obtained for all siblings who were 
under six years old in both handicap and control 
groups (N= 17 and N= 19, respectively).
- Rutter ratings were obtained for all target children 
both handicapped and controls, who were 6 years old 
or above (N= 48 and N= 47, respectively).
- Rutter ratings were obtained for all siblings who 
were six years old or above in both handicap and 
control groups (N= 47 and N= 45, respectively).
Table G.1.1. Comparison of SBQ item scores in handicap and 
control groups : Siblings.
HANDICAP CONTROLS CHI P
V A R I A B L E S YES% N0% YES% NO% SQUARE 2-TAIL
Sib Eating problems 24 77 32 68 0.027 0.868
Sib Insuff nutrition 12 88 16 84 0.000 1.000
Sib Soils during day 29 71 16 84 0.336 0.562
Sib Bedtime problems 41 59 47 53 0.001 0.970
Sib Wakes at night 18 82 21 79 0.000 1.000
Sib In parents1 bed 35 65 26 74 0.049 0.825
Sib Poor concentrat 29 71 42 58 0.197 0.657
Sib Hyperactivity 71 29 68 32 0.000 1.000
Sib Quarrels Sib 94 6 90 10 0.000 1.000
Sib Quarrels peers 67 33 59 41 0.008 0.927
Sib Demands attentn 53 47 58 42 0.000 1.000
Sib Dependence 6 94 5 95 0.000 1.000
Sib Disobedience 77 24 90 11 0.357 0.550
Sib Tantrums 65 35 90 11 1.913 0.167
Sib Moody/unhappy 24 77 47 53 1.298 0.255
Sib Worries 0 100 16 84 1.226 0.268
Sib Fears 53 47 68 32 0.371 0.543
NOTEI: Chi square values reported after Yates1 correction.
Scores converted to binary format prior■ to analysis:
0 Score= 0
1 Score= 1, 2 or 3
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Table G.l.2. Comparison of SBQ item scores in handicap and 
control groups: Target children.
HANDICAP CONTROLS CHI P
V A R I A B L E S YES% NO% YES% NO% SQUARE 2-TAIL
T-C Eating problems 34 66 47 53 1.587 0.208
T-C Insuff nutrition 27 73 27 73 0.000 1.000
T-C Soils during day 14 86 0 100 7.649 0.006**
T-C Bedtime problems 17 83 28 72 1.605 0.205
T-C Wakes at night 25 75 11 89 3.392 0.065
T-C In parents1 bed 23 77 14 86 1.282 0.258
T-C Poor concentrat 20 80 6 94 4.341 0.037*
T-C Hyperactivity 30 70 39 61 0.866 0.352
T-C Quarrels sib 80 20 94 6 4.341 0.037*
T-C Quarrels peers 39 61 41 59 0.005 0.942
T-C Demands attentn 55 45 55 45 0.000 1.000
T-C Dependence 38 63 14 86 8.003 0.005**
T-C Disobedience 55 45 58 42 0.032 0.859
T-C Tantrums 78 22 73 27 0.170 0.680
T-C Moody/unhappy 44 56 56 44 1.531 0.261
T-C Worries 44 56 44 56 0.000 1.000
T-C Fears 73 37 45 55 9.360 0.002**
NOTEI: Chi square values reported after Yates 1 correction.
Scores converted to binary format prior to analysis:
0 Score= 0
1 Score= 1, 2 or 3
Table G.1.3. Comparison of BSQ scores above and below the 
cutoff for target children and siblings in 
handicap and control families.
V A R I A B L E S
T A R G 
HANDICAP
E T - S 
CONTROL
S I B L I N G S  
HANDICAP CONTROL
Below cutoff score 
Above cutoff score
59%
41%
72%
28%
64% 63% 
36% 37%
Target-C: Chi square= 
Siblings: Chi square=
1.697
0.000
d.f.= 1 
d.f.= 1
p(2-tail)= 0.193 
p(2-tail)= 1.000
NOTE: Chi square values reported after Yates' correction.
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Table G.1.4. Children's contact with peers and tendency
to quarrel with them in handicap and control 
families.
a) TARGET CHILDREN:
V A R I A B L E S
HANDICAP 
N %
CONTROLS 
N %
No opportunities to play 15 23 1 2
Rarely or never quarrels 30 47 37 58
Frequently quarrels 19 30 26 41
Chi square= 14.070 d.f.= 2 P( 2-tail)= 0.001***
a) SIBLINGS:
HANDICAP CONTROLS
V A R I A B L E S N % N %
No opportunities to play 2 12 2 11
Rarely or never quarrels 5 29 7 37
Frequently quarrels 10 59 10 53
Chi square= 0.223 d.f.= 2 P(2-tail)= 0.895
Table G.l.5. Comparison of Rutter scores above and below the 
cutoff for target children and siblings in han­
dicap and control families.
V A R I A B L E S
T A R G 
HANDICAP
E T - C 
CONTROL
S I B L I N G S  
HANDICAP CONTROL
Below cutoff score 63% 77% 60% 82%
Above cutoff score 38% 23% 40% 18%
Target-C: Chi square= 1.610 d.f.= 1 p(2-tail)= 0.205
Siblings: Chi square= 4.647 d.f.= 1 p(2-tail)= 0.031*
NOTE: Chi square values reported after Yates1 correction.
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Table G.l.6. Comparison of Rutter item scores in handicap 
and control families: Siblings.
V A R I A B L E S
HANDICAP 
YES% NO%
CONTROLS 
YES% NO%
CHI
SQUARE
P
2-TAIL
Sib Hyperactivity 68 32 56 44 1.046 0.307
Sib Fidgets, squirms 66 34 31 69 9.820 0.002**
Sib Destructive 45 55 36 64 0.462 0.497
Sib Quarrelsome 49 51 38 62 0.755 0.385
Sib Disliked by peers 13 87 9 91 0.069 0.793
Sib Often preoccupied 60 40 49 51 0.671 0.413
Sib Solitary 34 66 24 76 0.611 0.434
Sib Easily angered 72 28 67 33 0.133 0.715
Sib Depressed 40 60 38 62 0.002 0.963
Sib Facial grimaces 2 98 2 98 0.000 1.000
Sib Sucks thumb 9 92 9 91 0.000 1.000
Sib Bites nails 21 79 27 73 0.131 0.718
Sib Disobedient 57 43 40 60 2.146 0.143
Sib Poor attention 28 72 18 82 0.775 0.379
Sib Fearful 21 79 24 76 0.013 0.910
Sib Compulsive 51 49 42 58 0.410 0.522
Sib Tells lies 55 45 33 67 3.652 0.056
Sib Threatens peers 17 83 9 91 0.719 0.396
Sib School refusal 21 79 13 87 0.532 0.466
Sib Stammers 0 100 4 96 0.557 0.456
Sib Speech impediment 2 98 4 96 0.001 0.970
Sib Has stolen 4 96 2 98 0.000 1.000
Sib Wets self 13 87 7 93 0.401 0.527
Sib Soils self 2 98 2 98 0.000 1.000
Sib Complains of pain 47 53 27 73 3.185 0.074
NOTE:: Chi square values reported after Yates 1 correction.
Scores converted
0 Score= 0
1 Score= 1,
to binary 
2 or 3
format: prior to analysis:
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Table G.l.7. Comparison of Rutter item scores in handicap 
and control families: Target children.
HANDICAP CONTROLS CHI P
V A R I A B L E S YES% NO% YES% NO% SQUARE 2-TAIL
T-C Hyperactivity 35 65 51 49 1.775 0.183
T-C Fidgets, squirms 40 60 38 62 0.000 1.000
T-C Destructive 40 60 30 70 0.620 0.431
T-C Quarrelsome 27 73 36 64 0.536 0.464
T-C Disliked by peers 23 77 15 85 0.541 0.462
T-C Often preoccupied 46 54 51 49 0.093 0.761
T-C Solitary 67 33 40 60 5.564 0.018*
T-C Easily angered 79 21 77 23 0.003 0.956
T-C Depressed 44 56 30 70 1.435 0.231
T-C Facial grimaces 8 92 4 96 0.156 0.693
T-C Sucks thumb 8 92 15 85 0.460 0.498
T-C Bites nails 10 90 43 57 11.045 0.001***
T-C Disobedient 33 67 34 66 0.000 1.000
T-C Poor attention 48 52 13 87 12.228 0.001***
T-C Fearful 25 75 30 70 0.086 0.769
T-C Compulsive 38 62 38 62 0.000 1.000
T-C Tells lies 13 88 32 68 4.132 0.042*
T-C Threatens peers 13 88 11 89 0.000 1.000
T-C School refusal 25 75 17 83 0.493 0.483
T-C Stammers 2 98 6 94 0.283 0.594
T-C Speech impediment 58 42 9 92 24.206 0.000***
T-C Has stolen 2 98 2 98 0.000 1.000
T-C Wets self 44 56 2 98 20.839 0.000***
T-C Soils self 19 81 0 100 7.761 0.006**
T-C Complains of pain 19 81 30 70 1.032 0.310
NOTE: Chi square values reported after Yates' correction.
Scores converted to binary format prior to analysis:
0 Score= 0
1 Score= 1, 2 or 3
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MATERNAL INTERVIEW DATA: SIBLING ACTIVITIES
Table G.2.1. Target children's understanding of and invol­
vement in play and day-to-day activities in 
handicap and control families.
V A R I A B L E S
KOL-SMIR
Z
P
2-TAIL
T-C understands ongoing activities 0.884 0.415
T-C interested in ongoing activity 0.442 0.990
T-C engages in play for some time 0.795 0.551
T-C overall activity level 0.530 0.941
T-C can be left alone for a time 1.149 0.143
T-C demands constant attention 0.795 0.551
T-C able to go out into yard 2.740 0.000***
Table G.2.2. Where target 
when at home
child spends most of his 
in handicap and control
time 
families.
HANDICAP CONTROLS
V A R I A B L E S N % N %
Confined to pram or chair 9 14 _ _
In his own room 9 14 18 28
Throughout the house 41 64 34 53
In the yard or garden 5 8 12 19
Chi square= 15.536 d.f.= 3 D E ­tail)= 0.001***
NOTE: Cells with EF<5 =: 25%
99
SIBLING ACTIVITIES A P P E N D I X  G.2
Table G.2.3. Target children taken out to yard or play­
ground by their siblings in handicap and 
control families.
V A R I A B L E S
HANDICAP CONTROLS 
N % N %
Frequently 11 17 5 8
Occasionally 6 9 2 3
Never 47 74 57 89
Chi square= 5.212 d.f .= 2 p(2-tail)= 0.074
NOTE: Cells with EF<5 = 33%
Table G.2.4. Reasons why target children are not taken out 
to the yard or playground by their siblings in 
handicap and control families.
V A R I A B L E S
HANDICAP 
N %
CONTROLS 
N %
T-Child can go on his own 8 17 39 68
Sib too young for responsib. 10 21 5 9
Sib unwilling to include T-C 6 13 3 5
No suitable play area nearby 10 21 9 16
T-Child too severely disabled 13 28 — —
Chi square= 32.793 d.f.= 
NOTE: Cells with EF<5 = 20%
4 p(2-tail) < 0.001***
Table G .2.5. How frequently children visit and are visited
by friends in handicap and control families.
KOL-SMIR P
V A R I A B L E S Z 2-TAIL
T-Child visits friends 1.414 0.037*
T-Child visited by friends 0.795 0.551
Sibling visits friends 0.619 0.839
Sibling visited by friends 0.619 0.839
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Table G.2.6. Reasons why target children do not visit 
friends in handicap and control families.
HANDICAP CONTROLS
V A R I A B L E S N % N %
Not applicable, T-C visits 13 20 21 33
No time after physiotherapy 6 9 - -
No time after homework 1 2 7 11
T-C gets upset/is avoided 8 13 - -
T-C shy/new to neighbourhood - - 4 6
Mother too busy to accompany 5 8 5 8
T-C plays with peers outdoors 6 9 22 34
Transportation difficulties 24 38 1 2
Mother wants direct control 1 2 4 6
Not applicable, T-C visits 13 20 21 33
T-C plays with peers outdoors 6 9 22 34
No contact with peers 45 70 21 33
Chi square= 19.752 d.f.= 2 P(2-tail) < 0.001***
Table G.2.7. Reasons why target children are not visited by
friends in handicap and control families.
HANDICAP CONTROLS
V A R I A B L E S N % N %
Not applicable, T-C visited 18 28 25 39
No time after physiotherapy 5 8 - -
T-C can't play/is avoided 16 25 - -
No one nearby/ new to area 18 28 2 3
No time after homework - - 8 13
T-C plays with peers outdoors 5 8 21 33
Mother prohibits/ distressed 2 3 1 2
T-Child prefers to play alone - - 2 3
T-Child too young - - 2 3
Parents overtired — — 3 5
Not applicable, T-C visited 18 25 25 39
T-C plays with peers outdoors 5 8 21 33
No contact with peers 41 64 18 28
Chi square= 19.952 d.f.= 2 P (2-■tail) < 0.001 ***
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Table G.2.8. Reasons why siblings do not visit friends in 
handicap and control families.
HANDICAP CONTROLS
V A R I A B L E S N % N %
Not applicable, sib visits 24 38 17 27
No time after homework 11 17 4 6
T-C gets upset/is jealous 1 2 5 8
Sib cannot reciprocate invitat 8 13 - -
Sib too young/ too shy 8 13 4 6
No one lives nearby 3 5 1 2
Sib plays with peers outdoors 9 14 26 41
Mother wants direct control — — 7 11
Not applicable, Sib visits 24 38 17 27
Sib plays with peers outdoors 9 14 26 41
No contact with peers 31 48 21 33
Chi square= 11.375 d.f.= 2 p(2-tail)= 0.003
Table G.2.9. Reasons why siblings are not visited by
friends in handicap and control families.
HANDICAP CONTROLS
V A R I A B L E S N % N %
Not applicable, Sib visited 23 36 20 31
No time after homework 11 17 6 9
Sib ashamed because of T-C 2 3 - -
T-C becomes distressed 2 3 - -
Sib too shy/ inhibited 1 2 3 5
Peers uncomfortable with T-C 3 5 - -
Sib plays with peers outdoors 9 14 25 39
Sibling too young 4 6 3 5
No one lives nearby 2 3 2 3
Parents prohibit visits 7 11 5 8
Not applicable, Sib visited 23 36 20 31
Sib plays with peers outdoors 9 14 25 39
No contact with peers 32 50 19 30
Chi square= 11.052 d.f.= 2 p(2-tail)= 0.004**
102
SIBLING ACTIVITIES A P P E N D I X  G.2
Table G.2.10. Siblings1 friends include the target child 
in their activities in handicap and control 
families.
a) Friends Include Target Child in play:
V A R I A B L E S
HANDICAP 
N %
CONTROLS 
N %
T-Child included 35 55 27 42
T-Child not included 14 22 3 5
Too large age gap 2 3 27 42
Friends do not visit 13 20 7 11
Chi square= 31.502 d.f.= 3 p(2-tail) < 0.001***
b) Friends Talk to Target Child:
HANDICAP CONTROLS
V A R I A B L E S N % N %
T-Child spoken to 44 69 28 44
T-Child not spoken to 5 8 3 5
Too large age gap 2 3 26 41
Friends do not visit 13 20 7 11
Chi square= 26.427 d.f.= 
NOTE: cells with EF<5 = 25%
3 p(2-tail) < 0.001***
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MATERNAL INTERVIEW DATA: CARETAKING NEEDS
Table G.3.1. Degree of independence and self-help skills 
present in target children in handicap and 
control families.
V A R I A B L E S
KOL-SMIR
Z
P
2-TAIL
T-C Undresses alone 3.094 0.000***
T-C Undresses with assistance 3.094 0.000***
T-C Dresses alone 3.624 0.000***
T-C Dresses with assistance 3.977 0.000***
T-C Manages shoes, buttons, etc. 3.889 0.000***
T-C Washes independently 3.094 0.000***
T-C Independently to toilet 2.121 0.000***
T-C Warns before soiling 0.707 0.699
T-C Warns before wetting 0.884 0.415
T-C Needs nappies 0.530 0.941
T-C Feeds himself 1.856 0.002**
T-C Drinks from cup 1.061 0.211
T-C Drinks alone 1.149 0.143
T-C Uses spoon 0.442 0.990
T-C Uses bottle 0.707 0.699
T-C Eats with family 1.326 0.059
T-C Bedtime difficulties 0.619 0.839
T-C Sleeps through night 0.795 0.551
T-C Taken to parents' bed 0.530 0.941
T-C Willing to sleep alone 0.707 0.699
T-C Has own room 0.619 0.839
Table G.3.2. How mothers 
problems in
handle the target child's feeding 
handicap and control families.
V A R I A B L E S
H A N D I 
N
C A P
%
C O N T R O L S  
N %
No feeding problems 41 64 33 52
Distracts/ disregards 10 16 15 23
Worries/ explains 9 14 6 9
Coercive methods 4 6 10 16
Chi square = 5.036 d . f. = 3 P (2-tail)= 0.169
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Table G.3.3. How mothers handle the target child’s toileting 
accidents in handicap and control families.
V A R I A B L E S
H A N D I 
N
O 
1 i
o\° 
> 
1
P C O N  
N
T R 0 L S
%
Child is continent 47 73 60 94
Encourages/ disregards 9 14 2 3
Scolds/ punishes 8 13 2 3
Chi square = 9.634 d.f.= 2 p(2-tail)= 0.008
Table G.3.4. Target children’s sleeping arrangements in 
handicap and control families.
H A N D I C A P C O N T R O L S
V A R I A B L E S N % N %
T-Child sleeps alone 15 23 7 11
Shares room with Sib 41 64 56 88
Sleeps with adult 8 13 1 2
Chi square = 10.673 d.f.= 2 p(2-tail)= 0.005**
NOTE: Cells with EF<5 = 33%
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MATERNAL INTERVIEW DATA: FATHER'S PARTICIPATION
Table G.4.1. Fathers involvement in caretaking activities 
in handicap and control families.
PATERNAL
BEHAVIOUR
HANDICAP 
FREQ RARE NEVER
CONTROLS 
FREQ RARE NEVER
K-S
Z
P
2-TAIL
Bathes T-C 28% 22% 50% 16% 14% 70% 1.15 0.14
Dresses T-C 27% 30% 44% 16% 14% 70% 1.50 0.02*
Reads T-C 47% 28% 25% 20% 16% 64% 2.21 0.00***
Plays T-C 64% 22% 14% 45% 30% 25% 1.06 0.21
Physiother 23% 22% 55% - - - - -
Outings T-C 36% 42% 22% 48% 30% 22% 0.71 0.70
Caretak T-C 42% 48% 9% 38% 27% 36% 1.50 0.02*
Caretak SibA 39% 28% 33% 17% 38% 45% 1.237 0.09
A
Categories for Sibling caretaking were:
1 Play and caretaking
2 Play but no caretaking
3 Father rarely or never involved
Table G.4.2. Other caretaking tasks undertaken by the 
father in handicap and control families.
V A R I A B L E S  HANDICAP CONTROL
Nothing else undertaken by father 75% 58%
Transports to school/therapy/doctor 14%
Takes out (playground, fishing, stadium) 9% 22%
Helps with homework assignments 2% 20%
i i
< 
i i
> 
i
i 
•
R I A B L E
HANDICAP 
YES NO
CONTROLS 
YES NO
CHI
SQUARE
P
2-TAIL
Other caretaking 25% 75% 42% 58% 3.502 0.061
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Table G.4.3. Caretaking tasks refused by the father in 
handicap and control families.
V A R I A B L E S  HANDICAP CONTROLS
Nothing refused 56% 81%
Refuses bodily caretaking 20% 11%
Treatment related (physiotherapy) 13% -
To take T-Child out without mother 6% -
Father totally uninvolved 5% 8%
HANDICAP CONTROLS CHI P
V A R I A B L E  YES NO YES NO SQUARE 2-TAIL
Refuses some tasks 44% 56% 19% 81% 8.182 0.004**
NOTE: Chi square reported after Yates’ correction.
Table G.4.4. Decisions regarding familiy role assignment 
in handicap and control groups.
V A R I A B L E S HANDICAP CONTROLS
Father decides on role assignment 13% 5%
Mother decides on role assignment 5% 9%
Parents decide after discussion 16% 36%
Roles determined by situation 67% 50%
Chi square= 10.007 d.f.= 3 
NOTE: Cells with EF<5 = 25%
p(2-tail)= 0.019*
Table G.4.5. Maternal role satisfaction in handicap and 
control families.
V A R I A B L E
HANDICAP 
YES NO
CONTROLS 
YES NO
. CHI P 
SQUARE 2-TAIL
Mother satisfied 36% 64% 64% 36% 9.031 0.003**
NOTE: Chi square reported. after■ Yates’ correction.
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Table G.4.6. Changes in family roles desired by mother in 
handicap and control families.
V A R I A B L E S HANDICAP CONTROLS
Mother satisfied with role division 36% 64%
More paternal help with Sibling 3% 2%
More paternal help with Target child 8% 2%
More paternal help with housework 5% -
Father to share in decisions for T-Hand 6% -
Mother would like to stop working 8% 6%
Mother wants to start an outside job 5% 6%
Mother needs free time/time with spouse 5% 3%
More paternal help with the children 22% 17%
Fewer interventions by father/relatives 3% -
Table G.4.7. Reasons for not modifying family 
handicap and control families.
roles in
V A R I A B L E S HANDICAP CONTROLS
Changes are unnecessary 36% 64%
Mother hesitates/doesn1t trust 14% 3%
Conditions preclude changes 17% 22%
Father refuses proposed changes 33% 11%
Chi square= 16.877 d.f.= 3 p(2-tail) = 0.001***
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MATERNAL INTERVIEW DATA: DISCIPLINARY MEASURES
Table G.5.1. Comparison of disciplinary measures used and 
maternal satisfaction with discipline in 
handicap and control familes.
HANDICAP CONTROLS CHI P
V A R I A B L E S YES% NO% YES1% NO% SQUARE 2-TAIL
T-Child rewarded 63 38 42 58 4.510 0.034*
Sibling rewarded 61 39 47 53 2.012 0.156
T-Child spanked 92 8 81 19 2.442 0.118
Sibling spanked 91 9 86 14 0.302 0.583
T-C sent to room 36 64 28 72 0.574 0.449
Sib sent to room 39 61 30 70 0.866 0.352
T-C depr privileges 44 56 27 73 3.427 0.064
Sib depr privileges 50 50 25 75 7.500 0.006**
T-C love withdraw 30 70 14 86 3.703 0.054*
Sib love withdraw 34 66 13 88 7.358 0.007**
T-C tell others 45 55 22 78 6.864 0.009**
Sib tell others 45 55 22 78 6.864 0.009**
T-C other discpl 3 97 0 100 0.508 0.476
Sib other discpl 3 97 0 100 0.508 0.476
Treat differently 42 58 30 70 1.663 0.197
Discpl satisf T-C 45 54 45 54 0.000 1.000
Discpl satisf Sib 45 54 50 50 0.125 0.723
Changes necessary 63 38 63 38 0.000 1.000
NOTE: Chi square values reported after Yates1 correction.
Table G.5.2. Methods of enforcing demands in handicap and 
control families.
V A R I A B L E S
HANDICAP 
N %
CONTROLS 
N %
Not applicable, T-Child obeys 
Reasoning or putting off demand 
Coercive methods (spank, threat)
49 77 
15 23
3 5 
49 77 
12 19
Chi square= 3.333 d.f.= 2 p(2-tail)= 0.189
NOTE: Cells with EF<5 = 33%
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Table G.5.3. Reasons for rewarding the children in handicap 
and control families.
T A R G E T - C S I B L I N G S
V A R I A B L E S HANDICAP CONTROL HANDICAP CONTROL
Never use rewards 38% 58% 39% 53%
For doing homework 16% 20% 22% 19%
For physiotherapy 20% 6% 2% 6%
For doing chores 3% 5% 8% 6%
To sit quietly 8% 5% 14% 11%
For using toilet 2% - - -
For eating meals 5% 6% 5% 5%
To stop whining 3% - 3% -
To get obedience 6% - 5% -
To care for T-Hand - - 3% -
Table G.5.4. Reasons 
families
for spanking in handicap and 
.
control
V A R I A B L E S
T A R G 
HANDICAP
E T - C 
CONTROL
S I B L 
HANDICAP
I N G S 
CONTROL
Never spank 8% 19% 9% 14%
For physiotherapy 2% - - -
For temper tantrums 3% 3% 3% 3%
Disobedient/cheeky 39% 41% 45% 36%
For whining 19% 3% 8% 6%
Quarreling with sib 14% 22% 20% 23%
For being naughty 3% 6% 9% 14%
Demanding attention 5% 3% - 2%
For soiling himself 6% - - -
Not doing homework 2% 3% 5% 2%
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Table G.5.5. Why physical punishment is used in handicap 
and control families.
V A R I A B L E S
T A R G 
HANDICAP
E T - C 
CONTROL
S I B L I N G S  
HANDICAP CONTROL
Never spank 8% 19% 9% 14%
As discipline 8% 0% 8% 0%
Loss of control 84% 81% 83% 86%
Target-C: Chi square= 7.920 d.f.= 2 p(2-tail)= 0.02*
Sibling : Chi square= 5.637 d.f.= 2 p(2-tail)= 0.06
NOTE: Cells With EF< 5 = 33%
Table G.5.6. Effectiveness of spanking as a disciplinary 
measure in handicap and control families.
T A R G E T - C  
V A R I A B L E S  HANDICAP CONTROL
S I B L I N G S  
HANDICAP CONTROL
Spanking effective 47% 27% 
Spanking ineffective 53% 73%
34% 27% 
66% 73%
Target-C: Chi square= 4.842 d.f.= 1 
Sibling : Chi square= 0.590 d.f.= 1
p(2-tail)= 0.03* 
p(2-tail)= 0.44
NOTE: Chi square values reported after Yates’ correction.
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Table G.5.7. Reasons for discrepancies in discipling the 
children in handicap and control families.
V A R I A B L E S
HANDICAP 
N %
CONTROLS 
N %
Not applicable, no differences 25 39 36 56
Target-Child more obedient 15 23 13 20
Sibling more obedient 7 11 11 17
Target-Child too old to punish 2 3 1 2
Sibling too old to punish 5 8 3 5
Mother pities Child-Hand 10 16 —  —
Chi square= 13.849 d.f.= 5 
NOTE: Cells with EF<5 = 33%
P(2-tail)= 0.017*
Table G.5.8. Changes necessary in handling the 
in handicap and control families.
children
V A R I A
HANDICAP
B L E S N %
CONTROLS 
N %
Change is unnecessary 24 38 24 38
Spending more time with children 2 3 1 2
Being more patient with children 22 34 24 38
Having more control over children 13 20 12 19
Becoming less over-protective 3 5 3 5
Spending more time with children 2 5 1 3
Being more patient with children 22 55 24 60
Having more control over children 13 33 12 30
Becoming less over-protective 3 8 3 8
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Table G.5.9. Reasons why desired changes are not instituted 
in handicap and control families.
HANDICAP CONTROLS
V A R I A B L E S N % N %
Change is unnecessary 24 38 24 38
Fatigue (physical or emotional) 16 25 4 6
Time pressures 6 9 12 19
Job pressures 4 6 4 6
Don't know how to go about it 10 16 12 19
Intervention by relatives 1 2 1 2
Children particularly difficult 3 5 7 11
Fatigue (physical or emotional) 16 40 4 10
Time/job pressures 10 25 16 40
Don1t know how to go about it 11 28 13 33
Children particularly difficult 3 8 7 18
Chi square= 10.351 d.f.= 3 p(2-tail)= 0.016*
Table G.5.10. Parental agreement on discipline in 
and control families.
handicap
T A R G E T - C S I B L I N G S
V A R I A B L E S HANDICAP CONTROL HANDICAP CONTROL
Parents divorced — 3% — 3%
Parents agree 38% 31% 33% 31%
Father stricter 31% 25% 36% 25%
Mother stricter 31% 41% 31% 41%
Target-C: Chi square= 2.851 d.f.= 3 p(2-tail) = 0.415
Sibling : Chi square= 3.323 d.f.= 3 p(2-tail) = 0.344
NOTE: Cells with EF< 5 = 25%
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Table G.5.11. Household chores assigned to and carried out 
by children in handicap and control families.
T A R G E T  S I B S
V A R I A B L E S HAND CNTRL HAND CNTRL
Chores done willingly 39% 53% 31% 28%
Child needs reminding 25% 33% 50% 50%
No longer assigned 3% 3% 2% 5%
Mother’s responsibility 3% 3% 5% 3%
Child too young 9% 8% 13% 14%
Handicap too severe 20% - - -
Table G.5.12. Maternal attempts to promote assertiveness
and self-sufficiency in handicap and control 
families.
HANDICAP CONTROLS CHI P
V A R I A B L E S Y% N% Y% N% SQUARE 2-TAIL
T-C assigned chores 64 36 86 14 7.042 0.008**
Sib assigned chores 81 19 78 22 0.048 0.826
M intervenes T-C quarrels 77 23 36 64 19.841 0.000***
M intervenes Sib quarrels 50 50 33 67 3.220 0.073
T-C assertiveness encourg 47 53 36 64 3.162 0.075
Sib assertiveness encourg 50 50 33 67 3.220 0.073
NOTE: Chi square values reported after Yates1 correction.
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MATERNAL INTERVIEW DATA: FAMILY SOCIAL ACTIVITY
Table G.6.1. Activities engaged in by the entire family in 
handicap and control groups.
HANDICAP CONTROLS CHI P
A C T I V I T Y YES% NO% YES% NO% SQUARE 2-TAIL
Nothing together 11 89 0 100 5.440 0.019**
Watch television 31 69 45 55 2.116 0.146
Play at home 14 86 20 80 0.494 0.482
Visit relat/frnds 80 20 91 9 2.225 0.136
Cinema, puppets 11 89 20 80 1.481 0.224
Outdoor activity 77 23 89 11 2.690 0.101
NOTE: Chi square values reported after Yates’ correction.
Number of activities engaged in by family:
Mean handicap= 2.125
t= -3.29 d.f.= 115 p= 0.001***
Mean controls= 2.656
Table G.6.2. Parental outings, availability of substitute 
caretakers and visits by friends in handicap 
and control families.
KOL-SMIR P
V A R I A B L E S z 2-TAIL
Couple able to go out together 0.619 0.839
Children can be left with someone 0.265 1.000
Friends visit the family 0.884 0.415
115
SOCIAL ACTIVITIES A P P E N D I X  G. 6
Table G.6.3. Parental isolation and reasons for parental 
confinement to the home in handicap and 
control families.
V A R I A B L E S
HANDICAP 
N %
CONTROLS 
N %
Not isolated, substitute caretaker _ ■ — 9 14
No, no longer isolated 19 30 15 23
Yes, few friends and relatives 2 3 - -
Yes, due to time pressures 11 17 6 9
Yes, we are too tired 2 3 - -
Yes, due to child's behaviour - - 2 3
Yes, due to comments/depression 11 17 - -
Yes, transportation problems 11 17 - -
Yes, no substitute caretaker 7 11 23 36
No, take children with us 1 2 9 14
Not confined to home 20 31 33 52
Confined to home 44 69 31 48
Chi square= 4.637 d.f.= 1 
NOTE: Chi square value reported
p(2-tail)=0.031* 
after Yates' correction.
Table G.6.4. Members of the family who go on 
handicap and control groups.
holiday in
V A R I A B L E S
HANDICAP 
N %
CONTROLS 
N %
Entire family or father commutes 
Children or children and mother 
None of the family members
44 69 
6 9 
14 22
58 91 
1 2 
5 8
Chi square= 9.756 d.f.= 2 p(2-tail)= 0.008
NOTE: cells with EF<5 = 33%
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Table G.6.5. Fathers' and mothers' outings on their own in 
handicap and control families.
F A T H E R S M O T H E R S
V A R I A B L E S HANDICAP CONTROL HANDICAP CONTROL
Never go out alone 36% 53% 61% 56%
Goes out on own 64% 44% 39% 44%
F absent (divorce) — 3% — —
Fathers: Chi square= 6.572 d.f.= 2 p(2-tail)= 0.037*
NOTE: cells With EF<5 = 33%
Mothers: Chi square= 0.129 d.f.= 1 p(2-tail)= 0.720
NOTE: Chi square reported after Yates' correction.
Table G.6.6. Availability of substitute caretakers (grand­
parents, baby sitters, neighbours) with whom 
the children can be left in handicap and 
control families.
HANDICAP CONTROLS
V A R I A B L E S N % N %
No substitute care available 14 22 17 27
Substitute caretaker available 45 70 43 67
Children left on their own 5 8 4 6
Chi square= 0.447 d.f.= 2 p(2-tail)= 0.800
NOTE: cells With EF<5 = 33%
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Table G.6.7. Persons who take care of the children when the 
mother is away (hospitalised, etc) in handicap 
and control families.
V A R I A B L E S
HANDICAP 
N %
CONTROLS 
N %
Father takes over 9 14 12 19
Relatives help out 55 86 52 81
Chi square= 0.228 d.f.= 1 p(2-tail)= 0.633
NOTE: Chi square value reported after Yates' correction.
Table G.6.8. Persons at whose homes 
for a time in handicap
the
and
children can be left 
control families.
V A R I A B L E S
HANDICAP CONTROLS 
N % N %
Never left at other homes 
Relatives or neighbours
26
38
41 27 42 
59 37 58
Chi square= 0.000 d.f.= 1 p(2-tail)= 1.000
NOTE: Chi square value reported after Yates’ correction.
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CONTROL MOTHERS' ACCEPTANCE OF THE C.P. CHILD
Table G.7.1. Control mothers' definition of cerebral palsy.
DEFINITION
P E 
GROUP 1
R C E 
GROUP 2
N T A 
GROUP 3
G E 
GROUP 4
ROW
TOTAL
Don't know 12.5 12.5 18.8 12.5 14.1
Proper definition 12.5 25.0 31.3 37.5 26.6
Motor problems 37.5 31.3 25.0 18.8 28.1
Mental/motor probs 12.5 18.8 18.8 18.8 17.2
Mentally retarded 25.0 12.5 6.3 12.5 14.1
Table G.7.2. Control mothers' attitudes towards C.P.
children attending regular school.
DEFINITION
P E 
GRP 1
R C E 
GRP 2
N T A 
GRP 3
G E S 
GRP 4
ROW
TOTAL
ACCEPTS:
C.P. should attend 25.0 31.3 25.0 37.5 29.7
C.P. must socialise 6.3 6.3 25.0 6.3 10.9
Normal must learn - 18.8 12.5 - 7.8
After interview 12.5 12.5 — 6.3 7.8
QUALIFIED ACCEPTANCE:
Teacher must prepare 18.8 18.8 18.8 6.3 15.6
Only if C.P. keeps up 25.0 6.3 12.5 25.0 17.2
If C.P. not violent 6.3 — — 6.3 3.1
OBJECTION:
Distresses others - 6.3 6.3 6.3 4.7
Keeps others back 6.3 — — 6.3 3.1
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Table G.7.3. Control mothers' attitudes towards their child 
having a cerebral palsied friend.
DEFINITION
P E 
GRP 1
R C E 
GRP 2
N T A 
GRP 3
G E S 
GRP 4
ROW
TOTAL
ACCEPTS:
No objections 
Normal must learn 
After interview
37.5
6.3
43.8
6.3
31.3
18.8
50.0
6.3
40.7
6.3
3.1
QUALIFIED ACCEPTANCE: 
If normal accepts 
How should we behave 
If C.P. socialised
25.1 25.0
6.3
25.0
6.3
12.5
31.3
6.3
26.6
4.7
3.1
OBJECTS:
How should we behave 
C.P. unsuitable friend
25.0
6.3
12.5
6.3
6.3 6.3 12.5
3.1
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BEHAVIOURS FROM HOME OBSERVATIONS
Table H.l. Summary table for two way analyses of variance 
examining the effect of handicap and group on 
behaviour (Groups 1 and 2).
HANDICAP GROUP INTERACTION
BEHAVIOURS F P F P F P
T-C Looks sib 0.13 0.72 0.50 0.48 8.08 0.01**
T-C Includes Sib 2.14 0.13 2.14 0.13 2.14 0.13
T-C Smiles Sib 8.07 0.01** 3.78 0.06 6.46 0.01**
T-C Talks Sib 11.20 0.00*** 0.40 0.53 0.06 0.82
T-C Assists sib 1.00 0.32 1.00 0.32 1.00 0.32
T-C Excludes Sib 0.09 0.77 0.34 0.56 1.05 0.31
T-C Seek Attn Sib 0.78 0.38 2.30 0.14 1.35 0.25
T-C Suggests Sib 0.79 0.38 4.62 0.04* 0.01 0.94
T-C Directs Sib 5.13 0.03* 1.09 0.30 0.03 0.86
T-C Complies Sib 0.58 0.45 4.19 0.05* 0.67 0.42
T-C Criticise Sib 7.52 0.01** 0.08 0.78 0.59 0.44
T-C Praises Sib 5.61 0.02* 2.63 0.11 2.63 0.11
T-C Self-Talk 2.87 0.10 2.40 0.13 1.20 0.28
T-C Self-Critic 0.39 0.54 0.02 0.90 11.33 0.00***
T-C Self-Praise 6.86 0.01** 0.68 0.41 1.62 0.21
T-C Looks Adult 0.27 0.60 0.27 0.60 4.34 0.04*
T-C Smiles Adult 0.16 0.69 1.45 0.23 2.17 0.15
T-C Talks Adult 0.35 0.56 1.60 0.21 2.05 0.16
T-C Seek Attn Ad 1.24 0.27 7.49 0.01** 2.17 0.15
T-C Directs Adit 1.62 0.21 0.98 0.33 0.98 0.33
T-C Complies Ad 0.18 0.68 0.27 0.60 0.39 0.53
T-C Criticise Ad 0.15 0.70 0.62 0.44 0.62 0.44
T-C Uses Object 0.01 0.94 0.16 0.69 1.31 0.26
T-C Handles Obj 10.06 0.00** 0.27 0.61 0.79 0.38
T-C Looks Object 22.57 0.00*** 0.30 0.59 0.15 0.70
T-C Proxim Task 0.33 0.57 2.20 0.14 0.01 0.91
T-C Affectn Obj 1.00 0.32 1.00 0.32 1.00 0.32
T-C Talks Object 15.63 0.00*** 2.92 0.09 2.07 0.16
T-C Requests Obj 1.34 0.25 0.59 0.44 1.34 0.25
T-C Accepts Obj 0.47 0.50 1.23 0.27 3.42 0.07
T-C Fetches Obj 0.24 0.63 2.14 0.15 0.24 0.63
T-C Gives Object 1.83 0.18 0.38 0.54 2.30 0.14
T-C Selects Task 26.80 0.00*** 2.61 0.11 5.19 0.03*
T-C Drops Object 4.76 0.03* 0.53 0.47 0.00 0.95
T-C Moves Away 0.15 0.70 3.08 0.08 0.00 1.00
T-C Aggress Obj 0.39 0.53 2.14 0.15 2.14 0.15
T-C Disrupts Act 1.13 0.29 0.37 0.55 5.55 0.02*
T-C Grabs Object 0.80 0.38 0.09 0.77 0.01 0.92
T-C Rejects Obj 0.00 1.00 0.55 0.46 0.55 0.46
T-C critic Obj 2.21 0.14 0.14 0.71 2.80 0.10
T-C Praises Obj 0.15 0.70 0.60 0.44 1.36 0.25
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Table H.l (contd). Summary table for two way analyses of
variance examining the effect of handicap and
group on behaviour (Groups 1 and 2).
HANDICAP GROUP INTERACTION
BEHAVIOURS F P F P F P
T-C Affect (phys) 
T-C Req Assist 
T-C Accepts Asst 
T-C Aggres (phys) 
T-C Resist (phys) 
T-C Reject Assist 
T-C Interferes 
T-C Inhibits 
T-C Demonstrates 
T-C Asks Question 
T-C Aggres (verb) 
T-C Refuses 
T-C Interrupts 
T-C Prohibits 
T-C Explains 
T-C Reassures 
T-C Ignores 
T-C Laughs 
T-C Req Permiss 
T-C Screams 
T-C Threatens 
T-C Insists 
T-C Teases 
T-C Gazes Space 
T-C Cries 
T-C Whines 
T-C Gross Motor
T-C Play Duratn 
T-C Total Behav
3.64 0.06 0.01
12.69 0.00*** 2.97
0.83 0.37 0.83
0.03 0.86 2.94
0.41 0.53 0.41
6.68 0.01** 0.02
0.88 0.35 0.88
3.13 0.08 0.02
0.70 0.41 2.67
0.17 0.68 0.04
0.18 0.67 1.08
0.35 0.56 3.14
5.56 0.02* 0.89
22.40 0.00*** 2.32
8.14 0.01** 0.00
0.47 0.49 0.09
6.66 0.01** 1.27
0.01 0.93 7.81
1.73 0.19 2.05
1.42 0.24 3.95
8.14 0.01** 0.36
0.12 0.73 3.09
7.14 0.01** 2.81
0.06 0.81 0.00
1.67 0.20 0.94
0.17 0.69 1.49
30.47 0.00*** 0.00
0.13 0.72 0.04
0.93 1.16 0.29
0.09 1.23 0.27
0.37 0.83 0.37
0.09 0.47 0.50
0.53 0.41 0.53
0.90 0.38 0.54
0.35 0.88 0.35
0.89 0.02 0.89
0.11 0.83 0.37
0.85 0.75 0.39
0.30 0.07 0.79
0.08 0.35 0.56
0.35 0.89 0.35
0.13 2.49 0.12
1.00 0.51 0.48
0.77 0.90 0.35
0.27 0.86 0.36
0.01** 0.01 0.93
0.16 2.76 0.10
0.05* 1.42 0.24
0.55 0.74 0.39
0.08 0.01 0.91
0.10 2.41 0.13
1.00 2.17 0.15
0.34 0.85 0.36
0.23 0.02 0.89
0.97 0.00 0.96
0.84 10.04 0.00**
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Table H.l (contd). Summary table for two way analyses of
variance examining the effect of handicap and
group on behaviour (Groups 1 and 2).
HANDICAP GROUP INTERACTION
BEHAVIOURS F P F P F P
Sib Looks T-C 2.75 0.10 6.48 0.01** 0.13 0.72
Sib Includes T-C 2.29 0.14 1.02 0.32 0.14 0.71
Sib Smiles T-C 4.91 0.03* 0.00 1.00 0.00 1.00
Sib Talks T-C 3.83 0.06 0.06 0.80 0.91 0.34
Sib Assists T-C 14.69 0.00*** 1.73 0.19 0.88 0.35
Sib Excludes T-C 3.36 0.07 0.57 0.45 0.11 0.75
Sib Seek Attn T-C 0.40 0.53 0.40 0.53 2.64 0.11
Sib Suggests T-C 5.90 0.02* 0.58 0.45 2.15 0.15
Sib Directs T-C 0.01 0.94 3.47 0.07 0.19 0.66
Sib Complies T-C 4.03 0.05 0.22 0.64 0.00 1.00
Sib Criticise T-C 9.25 0.00** 0.50 0.48 0.55 0.46
Sib Praises T-C 1.91 0.17 0.17 0.69 0.24 0.63
Sib Self-Talk 0.10 0.75 3.13 0.08 0.16 0.69
Sib Self-Critic 0.46 0.50 0.66 0.42 0.07 0.79
Sib Self-Praise 0.34 0.56 0.00 1.00 0.87 0.36
Sib Looks Adult 0.20 0.66 3.18 0.08 3.18 0.08
Sib Smiles Adult 0.00 1.00 0.00 1.00 2.00 0.16
Sib Talks Adult 0.02 0.90 11.29 0.00*** 0.39 0.54
Sib Seek Attn Ad 4.84 0.03* 0.04 0.85 0.34 0.56
Sib Directs Adit 1.00 0.32 1.00 0.32 1.00 0.32
Sib Complies Ad 0.79 0.38 0.79 0.38 0.35 0.56
Sib Criticise Ad 0.86 0.36 0.31 0.58 0.86 0.36
Sib Uses Object 0.50 0.48 6.55 0.01** 0.21 0.65
Sib Handles Obj 0.19 0.67 1.18 0.28 0.00 1.00
Sib Looks Object 0.48 0.49 2.12 0.15 1.70 0.20
Sib Proxim Task 0.09 0.77 2.12 0.15 0.09 0.77
Sib Affectn Obj - - - - - —
Sib Talks Object 11.16 0.00*** 1.49 0.23 1.70 0.20
Sib Requests Obj 0.00 1.00 0.01 0.91 4.82 0.03*
Sib Accepts Obj 0.61 0.44 0.18 0.68 5.47 0.02*
Sib Fetches Obj 5.59 0.02* 4.41 0.04* 1.10 0.30
Sib Gives Object 3.44 0.07 0.92 0.34 0.16 0.29
Sib Selects Task 13.55 0.00*** 0.51 0.48 3.39 0.07
Sib Drops Object 0.14 0.71 0.38 0.54 0.38 0.54
Sib Moves Away 0.02 0.90 1.21 0.28 0.14 0.72
Sib Aggress Obj 0.00 1.00 0.00 1.00 2.00 0.16
Sib Disrupts Act 40.20 o. 00*** 0.17 0.68 0.02 0.89
Sib Grabs Object 0.41 0.53 1.25 0.27 0.23 0.63
Sib Rejects Obj 6.16 0.02* 0.50 0.48 4.52 0.04*
Sib Critic Obj 0.07 0.80 0.27 0.61 0.27 0.61
Sib Praises Obj 8.27 0.01** 0.20 0.66 0.44 0.51
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Table H.l (contd). Summary table for two way analyses of
variance examining the effect of handicap and
group on behaviour (Groups 1 and 2).
HANDICAP GROUP INTERACTION
BEHAVIOURS F P F P F P
Sib Affect (phys) 2.14 0.15 2.14 0.15 2.14 0.15
Sib Req Assist 0.23 0.63 0.52 0.48 1.43 0.24
Sib Accepts Asst 8.07 0.01** 5.16 0.03* 8.07 0.01**
Sib Aggres (phys) 0.46 0.50 0.02 0.89 3.08 0.08
Sib Resist (phys) 0.22 0.64 0.44 0.51 1.09 0.30
Sib Reject Assist - - - — — —
Sib Interferes 1.64 0.21 1.94 0.17 1.37 0.25
Sib Inhibits 0.49 0.49 0.04 0.85 0.49 0.49
Sib Demonstrates 9.02 0.00** 2.68 0.11 0.08 0.79
Sib Asks Question 0.92 0.34 0.01 0.94 0.60 0.44
Sib Aggres (verb) 1.13 0.29 1.39 0.24 0.01 0.93
Sib Refuses 0.54 0.47 0.84 0.36 0.00 1.00
Sib Interrupts 0.00 1.00 0.55 0.46 0.55 0.46
Sib Prohibits 3.23 0.08 0.02 0.88 0.07 0.80
Sib Explains 0.18 0.67 0.00 1.00 0.01 0.93
Sib Reassures 1.27 0.26 0.02 0.90 2.65 0.11
Sib Ignores 1.09 0.30 1.34 0.25 1.75 0.19
Sib Laughs 1.34 0.25 1.74 0.19 0.92 0.34
Sib Req Permiss 0.31 0.58 1.23 0.27 0.86 0.36
Sib Screams 1.00 0.32 1.00 0.32 1.00 0.32
Sib Threatens 5.00 0.03* 0.56 0.46 0.56 0.46
Sib Insists 0.21 0.65 0.05 0.82 0.84 0.36
Sib Teases 0.01 0.91 0.71 0.40 0.13 0.72
Sib Gazes Space 4.74 0.03* 4.74 0.03 4.74 0.03
Sib Cries 1.00 0.32 1.00 0.32 1.00 0.32
Sib Whines 2.35 0.13 1.23 0.27 0.81 0.37
Sib Gross Motor 1.53 0.29 1.53 0.29 1.53 0.29
Sib Play Duratn 0.41 0.53 1.40 0.24 1.24 0.27
Sib Total Behav 0.15 0.70 0.72 0.40 0.67 0.42
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Table H.l (contd). Summary table for two way analyses of
variance examining the effect of handicap and
group on behaviour (Groups 1 and 2).
HANDICAP GROUP INTERACTION
BEHAVIOURS F P F P F P
A Smiles Sib _ — - - - -
A Talks Sib 0.04 0.84 6.97 0.01** 0.17 0.69
A Assists Sib 2.81 0.10 4.19 0.05* 4.19 0.05*
A Suggest sib 3.32 0.07 3.32 0.07 0.08 0.77
A Directs Sib 0.00 0.95 4.12 0.05* 0.11 0.75
A Critic Sib 0.37 0.55 0.24 0.63 0.53 0.47
A Praise Sib 0.23 0.64 0.10 0.75 0.23 0.64
A Smiles T-C 0.10 0.75 0.89 0.35 0.89 0.35
A Talks T-C 0.12 0.73 7.00 0.01** 2.35 0.13
A Assists T-C 1.78 0.19 1.43 0.24 0.12 0.73
A Suggest T-C 1.40 0.24 0.85 0.36 0.85 0.36
A Directs T-C 0.13 0.72 0.00 0.97 0.00 0.97
A Critic T-C 0.29 0.59 1.16 0.29 0.03 0.86
A Praise T-C 0.99 0.32 0.06 0.81 1.64 0.21
A Gives Objct 2.39 0.13 0.38 0.54 1.94 0.17
A Praises Tsk 1.00 0.32 1.00 0.32 1.00 0.32
A Affection 1.00 0.32 1.00 0.32 1.00 0.32
A Interferes 1.22 0.27 0.44 0.51 0.05 0.83
A Inhibits 0.00 1.00 0.25 0.53 0.13 0.72
A Demonstrates 0.78 0.38 0.47 0.50 0.01 0.92
A Comforts 1.00 0.32 1.00 0.32 1.00 0.32
A Asks Quest 1.53 0.22 0.47 0.50 0.47 0.50
A Interrupts 2.00 0.16 0.00 1.00 0.00 1.00
A Prohibits 0.21 0.65 1.90 0.17 0.21 0.65
A Explains 0.00 1.00 6.07 0.02* 1.03 0.32
A Reassures 4.65 0.04* 0.40 0.53 0.02 0.90
A Ignores 10.97 0.00** 0.00 1.00 1.54 0.22
A Laughs 2.00 0.16 0.00 1.00 0.00 1.00
A Insists 1.00 0.32 1.00 0.32 1.00 0.32
A Total Behav 0.47 0.50 2.68 0.11 0.81 0.37
A Toward Sib 0.21 0.65 4.76 0.03* 0.06 0.81
A Toward T-C 0.73 0.40 1.30 0.26 1.19 0.28
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Table H.2. Summary table for two way analysis of variance
examining the effect of handicap and group on
behaviour (Groups 3 & 4).
HANDICAP GROUP INTERACTION
BEHAVIOURS F P F P F P
T-C Looks Sib 14.95 0.00*** 9.90 0.00** 5.88 0.02*
T-C Includes Sib 0.52 0.48 0.52 0.48 0.52 0.48
T-C Smiles Sib 7.13 0.01** 5.46 0.02* 4.71 0.03*
T-C Talks Sib 2.86 0.10 22.93 0.00*** 1.79 0.19
T-C Assists Sib 11.67 0.00** 1.54 0.22 2.41 0.13
T-C Excludes Sib 0.38 0.54 1.37 0.25 0.12 0.73
T-C Seek Attn Sib 0.01 0.91 11.58 0.00*** 0.59 0.45
T-C Suggests Sib 3.52 0.07 17.29 0.00*** 0.33 0.57
T-C Directs Sib 20.85 0.00*** 6.05 0.02* 0.63 0.43
T-C Complies Sib 1.76 0.19 15.06 0.00*** 0.38 0.54
T-C Criticise Sib 4.45 0.04* 0.05 0.82 0.84 0.36
T-C Praises Sib 3.14 0.08 5.10 0.03* 0.27 0.60
T-C Self-Talk 0.15 0.70 3.46 0.07 0.35 0.56
T-C Self-Critic 1.04 0.31 2.20 0.14 0.01 0.93
T-C Self-Praise 0.02 0.89 0.66 0.42 0.02 0.89
T-C Looks Adult 14.95 0.00*** 3.09 0.08 1.51 0.22
T-C Smiles Adult 11.14 0.00*** 0.00 1.00 0.00 1.00
T-C Talks Adult 3.31 0.07 3.31 0.07 0.02 0.90
T-C Seek Attn Ad 3.52 0.07 5.31 0.03* 0.93 0.34
T-C Directs Adit 2.14 0.15 2.14 0.15 2.14 0.15
T-C Complies Ad 4.73 0.03* 5.65 0.02* 0.58 0.45
T-C Criticise Ad 0.00 1.00 2.35 0.13 0.26 0.61
T-C Uses Object 3.54 0.07 2.05 0.16 0.06 0.80
T-C Handles Obj 23.13 0.00*** 0.90 0.35 0.59 0.45
T-C Looks Object 27.58 0.00*** 5.54 0.02* 5.98 0.02*
T-C Proxim Task 0.22 0.64 4.10 0.05* 0.02 0.88
T-C Affectn Obj - - - - - -
T-C Talks Object 0.23 0.63 3.66 0.06 0.64 0.43
T-C Requests Obj 0.53 0.47 0.04 0.84 14.11 0.00***
T-C Accepts Obj 0.89 0.35 1.69 0.20 0.02 0.89
T-C Fetches Obj 0.20 0.66 1.77 0.19 0.00 1.00
T-C Gives Object 0.30 0.59 1.04 0.31 5.16 0.03*
T-C Selects Task 17.95 0.00*** 0.20 0.66 0.42 0.52
T-C Drops Object 0.63 0.43 0.26 0.61 0.63 0.43
T-C Moves Away 0.17 0.68 4.26 0.04* 0.17 0.68
T-C Aggress Obj 0.02 0.90 0.02 0.90 0.40 0.53
T-C Disrupts Act 19.85 0.00*** 0.09 0.77 3.81 0.06
T-C Grabs Object 10.35 0.00** 0.09 0.76 1.71 0.20
T-C Rejects Obj 2.54 0.12 0.16 0.69 0.64 0.43
T-C Critic Obj 0.04 0.84 6.96 0.01** 1.32 0.26
T-C Praises Obj 0.52 0.47 2.54 0.12 0.52 0.47
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Table H .2 (contd). Summary table for two way analysis of
variance examining the effect of handicap and
group on behaviour (Groups 3 & 4).
HANDICAP GROUP INTERACTION
BEHAVIOURS F P F P F P
T-C Affect (phys) 3.46 0 .
T-C Req Assist 14.48 0 .
T-C Accepts Asst 13.49 0 .
T-C Aggres (phys) 2.18 0 .
T-C Resist (phys) 1.97 0 .
T-C Reject Assist 0.20 0 .
T-C Interferes 22.64 0 .
T-C Inhibits 25.90 0 .
T-C Demonstrates 2.39 0 .
T-C Asks Question 1.22 0 .
T-C Aggres (verb) 0.35 0 .
T-C Refuses 8.04 0 .
T-C Interrupts 0.00 1 .
T-C Prohibits 16.34 0 .
T-C Explains 22.93 0 .
T-C Reassures 12.09 0 .
T-C Ignores 2.54 0 .
T-C Laughs 1.05 0 .
T-C Req Permiss 0.31 0 .
T-C Screams 0.14 0 .
T-C Threatens 0.15 0 .
T-C Insists 2.03 0 .
T-C Teases 4.30 0 .
T-C Gazes Space 3.05 0 .
T-C Cries 0.03 0 .
T-C Whines 5.06 0 .
T-C Gross Motor 0.05 0 .
T-C Play Duratn 25.13 0 .
T-C Total Behav 0.07 0 .
07 3.46 0.07 3.46 0.07
QQ*** 0.03 0.86 0.30 0.59
00*** 0.14 0.71 0.05 0.83
15 0.55 0.46 2.18 0.15
17 0.06 0.82 0.22 0.64
66 0.20 0.66 1.80 0.19
00*** 0.43 0.52 0.71 0.40
oo*** 0.06 0.80 0.34 0.56
13 0.78 0.38 0.99 0.32
27 2.12 0.15 0.00 0.95
56 0.44 0.51 0.44 0.51
01** 11.65 0.00*** 1.69 0.20
00 2.11 0.15 0.53 0.47
oo*** 0.02 0.88 0.00 1.00
oo*** 0.62 0.43 0.06 0.82
00*** 1.34 0.25 2.39 0.13
12 0.73 0.40 0.03 0.85
31 2.06 0.16 0.82 0.37
58 0.03 0.85 0.31 0.58
71 0.14 0.71 0.14 0.71
70 0.00 1.00 1.34 0.25
16 2.03 0.16 0.30 0.59
04* 0.23 0.63 0.03 0.87
09 0.19 0.66 1.72 0.20
87 1.27 0.26 0.23 0.63
03* 0.06 0.81 0.25 0.62
83 0.43 0.52 1.19 0.28
oo*** 1.48 0.23 0.03 0.87
80 10.95 0.00** 0.42 0.52
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Table H.2 (contd). Summary table for two way analysis of
variance examining the effect of handicap and
group on behaviour (Groups 3 & 4).
HANDICAP GROUP INTERACTION
BEHAVIOURS F P F P F P
Sib Looks T-C 20.59 0.00*** 0.14 0.71 2.17 0.15
Sib Includes T-C 5.52 0.02* 3.10 0.08 3.10 0.08
Sib Smiles T-C 1.64 0.21 5.31 0.03* 1.64 0.21
Sib Talks T-C 0.37 0.55 26.43 0.00*** 0.82 0.37
Sib Assists T-C 10.48 0.00** 12.57 0.00*** 8.58 0.01**
Sib Excludes T-C 10.30 0.00** 0.01 0.91 0.20 0.66
Sib Seek Attn T-C 11.08 0.00*** 3.31 0.07 0.71 0.40
Sib Suggests T-C 6.96 0.01** 33.50 0.00*** 1.21 0.28
Sib Directs T-C 0.02 0.88 5.11 0.03* 0.22 0.64
Sib Complies T-C 30.12 0.00 8.96 0.00** 2.14 0.15
Sib Criticise T-C 0.02 0.88 5.35 0.02* 0.76 0.39
Sib Praises T-C 1.59 0.21 19.07 0.00*** 0.46 0.50
Sib Self-Talk 0.10 0.76 10.17 0.00** 9.84 0.00**
Sib Self-Critic 0.67 0.42 0.91 0.35 2.23 0.14
Sib Self-Praise 1.51 0.22 0.32 0.57 3.58 0.06
Sib Looks Adult 1.95 0.17 5.80 0.02* 0.15 0.71
Sib Smiles Adult 0.05 0.83 5.91 0.02* 0.05 0.83
Sib Talks Adult 0.02 0.90 6.26 0.02* 1.73 0.19
Sib Seek Attn Ad 0.00 0.98 14.43 0.00*** 0.63 0.43
Sib Directs Adit 4.29 0.04* 0.00 1.00 0.00 1.00
Sib Complies Ad 0.23 0.63 12.37 0.00*** 1.07 0.31
Sib Criticise Ad 3.14 0.08 0.35 0.56 0.35 0.56
Sib Uses Object 0.20 0.65 1.84 0.18 0.08 0.78
Sib Handles Obj 0.05 0.83 24.42 0.00*** 0.02 0.89
Sib Looks Object 7.82 0.01** 0.02 0.88 0.02 0.88
Sib Proxim Task 5.50 0.02* 9.40 0.00** 0.81 0.37
Sib Affectn Obj 1.00 0.32 1.00 0.32 1.00 0.32
Sib Talks Object 4.21 0.05* 10.55 0.00** 1.43 0.24
Sib Requests Obj 0.59 0.44 0.04 0.83 0.40 0.53
Sib Accepts Obj 0.26 0.61 0.00 1.00 2.98 0.09
Sib Fetches Obj 2.22 0.14 3.80 0.06 0.64 0.43
Sib Gives Object 1.16 0.29 1.98 0.16 2.75 0.10
Sib Selects Task 3.24 0.08 2.93 0.09 1.59 0.21
Sib Drops Object 2.19 0.14 5.23 0.03* 1.81 0.18
Sib Moves Away 7.06 0.01** 11.17 0.00*** 2.12 0.15
Sib Aggress obj 1.94 0.17 3.21 0.08 1.59 0.21
Sib Disrupts Act 4.73 0.03 2.27 0.14 1.37 0.25
Sib Grabs Object 4.21 0.05* 0.40 0.53 0.00 0.97
Sib Rejects Obj 2.67 0.11 0.06 0.82 1.36 0.25
Sib Critic Obj 0.75 0.39 3.79 0.06 5.66 0.02*
Sib Praises Obj 0.00 1.00 4.97 0.03* 0.00 1.00
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Table H .2 (contd). Summary table for two way analysis of
variance examining the effect of handicap and
group on behaviour (Groups 3 & 4).
HANDICAP GROUP INTERACTION
BEHAVIOURS F P F P F P
Sib Affect (phys) 0.00 1.00 1.03 0.31 1.03 0.31
Sib Req Assist 2.65 0.11 6.55 0.01** 1.35 0.25
Sib Accepts Asst 6.84 0.01** 5.02 0.03* 3.49 0.07
Sib Aggres (phys) 0.30 0.59 0.30 0.59 1.19 0.28
Sib Resist (phys) 2.23 0.14 0.04 0.85 0.04 0.85
Sib Reject Assist 1.90 0.17 1.90 0.17 1.90 0.17
Sib Interferes 2.38 0.13 1.95 0.17 0.01 0.94
Sib Inhibits 1.02 0.32 0.32 0.58 0.11 0.74
Sib Demonstrates 2.07 0.16 12.05 0.00*** 0.58 0.45
Sib Asks Question 6.96 0.01** 3.31 0.07 0.01 0.91
Sib Aggres (verb) 0.81 0.37 0.06 0.81 0.00 1.00
Sib Refuses 6.08 0.02* 0.12 0.73 1.76 0.19
Sib Interrupts 6.87 0.01** 3.51 0.07 3.51 0.07
Sib Prohibits 1.73 0.19 5.97 0.02* 0.32 0.58
Sib Explains 0.03 0.86 2.64 0.11 3.78 0.06
Sib Reassures 0.90 0.35 3.61 0.06 2.03 0.16
Sib Ignores 2.13 0.15 0.26 0.61 5.22 0.03*
Sib Laughs 5.40 0.02* 0.04 0.85 0.01 0.93
Sib Req Permiss 3.11 0.08 0.00 1.00 3.11 0.08
Sib Screams 1.35 0.25 6.55 0.01** 1.35 0.25
Sib Threatens 1.19 0.28 0.43 0.52 0.05 0.83
Sib Insists 10.40 0.00** 0.69 0.41 0.01 0.93
Sib Teases 4.48 0.04* 2.10 0.15 2.10 0.15
Sib Gazes Space 1.10 0.30 0.49 0.49 1.96 0.17
Sib Cries 0.10 0.75 1.48 0.23 1.18 0.28
Sib Whines 0.20 0.65 3.26 0.08 1.27 0.26
Sib Gross Motor 0.32 0.58 4.69 0.03* 0.01 0.94
Sib Play Duratn 2.39 0.13 9.38 0.00** 1.50 0.23
Sib Total Behav 7.65 0.01** 0.07 0.79 7.29 0.01**
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Table H.2 (contd). Summary table for two way analysis of
variance examining the effect of handicap and
group on behaviour (Groups 3 & 4).
HANDICAP GROUP INTERACTION
BEHAVIOURS F P F P F P
A Smiles Sib 0.29 0.59 7.35 0.01** 0.29 0.59
A Talks Sib 0.62 0.44 16.13 0.00*** 0.77 0.38
A Assists Sib 0.33 0.57 9,95 0.00** 0.00 1.00
A Suggest Sib 0.49 0.49 5.86 0.02* 0.01 0.94
A Directs Sib 0.95 0.33 18.82 0.00*** 0.00 1.00
A Critic Sib 3.52 0.07 4.04 0.05* 0.02 0.89
A Praise Sib 2.08 0.16 11.57 0.00*** 0.03 0.86
A Smiles T-C 4.91 0.03* 0.00 1.00 0.00 1.00
A Talks T-C 4.06 0.05* 4.51 0.04* 0.03 0.87
A Assists T-C 9.45 0.00** 3.35 0.07 1.15 0.29
A Suggest T-C 1.50 0.23 8.51 0.01** 0.72 0.40
A Directs T-C 6.80 0.01** 9.35 0.00** 0.29 0.59
A Critic T-C 1.41 0.24 0.68 0.41 2.42 0.13
A Praise T-C 6.82 0.01** 8.03 0.01** 2.25 0.14
A Gives Objet 6.77 0.01** 6.77 0.01** 1.36 0.25
A Praises Tsk 1.00 0.32 1.00 0.32 1.00 0.32
A Affection - - - - - —
A Interferes 2.74 0.10 2.74 0.10 1.54 0.22
A Inhibits 2.78 0.10 1.24 0.27 0.31 0.58
A Demonstrates 3.63 0.06 13.55 0.00*** 0.79 0.38
A Comforts - - - - - —
A Asks Quest 1.00 0.32 1.00 0.32 1.00 0.32
A Interrupts 1.00 0.32 1.00 0.32 1.00 0.32
A Prohibits 1.10 0.30 3.05 0.09 0.12 0.73
A Explains 3.56 0.06 13.18 0.00*** 1.03 0.31
A Reassures 2.09 0.15 0.93 0.34 0.52 0.47
A Ignores 8.09 0.01** 2.02 0.16 2.02 0.16
A Laughs 0.00 1.00 2.00 0.16 0.00 1.00
A Insists 1.00 0.32 1.00 0.32 1.00 0.32
A Total Behav 8.80 0.00** 25.39 0.00*** 0.44 0.51
A Toward Sib 1.14 0.29 27.33 0.00*** 0.14 0.71
A Toward T-C 15.80 0.00***14.39 0.00*** 0.97 0.33
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Table H.3. Summary table for two way analyses of variance
examining the effect of handicap and group on
behaviour (Groups 2 and 3).
HANDICAP GROUP INTERACTION
BEHAVIOURS F P F P F P
T-C Looks Sib 5.76 0.02* 16.38 0.00*** 0.98 0.33
T-C Includes Sib 2.14 0.15 2.14 0.15 2.14 0.15
T-C Smiles Sib 9.05 0.00** 3.47 0.07 4.62 0.04*
T-C Talks Sib 4.09 0.05* 17.28 0.00*** 3.24 0.08
T-C Assists Sib 8.76 0.00** 6.82 0.01** 6.82 0.01**
T-C Excludes Sib 0.41 0.53 0.01 0.93 0.07 0.79
T-C Seek Attn Sib 0.03 0.87 14.66 0.00*** 0.26 0.61
T-C Suggests Sib 1.63 0.21 18.98 0.00*** 0.02 0.90
T-C Directs Sib 10.47 0.00** 3.23 0.08 4.01 0.05*
T-C Complies Sib 0.09 0.76 41.98 0.00*** 0.05 0.82
T-C Criticise Sib 7.89 0.01** 5.80 0.02* 0.95 0.33
T-C Praises Sib 2.87 0.10 4.06 0.05* 1.46 0.23
T-C Self-Talk 0.06 0.80 0.18 0.68 0.20 0.66
T-C Self-Critic 5.89 0.02* 0.14 0.71 0.31 0.58
T-C Self-Praise 1.60 0.21 0.71 0.40 1.60 0.21
T-C Looks Adult 13.80 0.00*** 3.28 0.08 3.28 0.08
T-C Smiles Adult 9.06 0.00** 0.36 0.55 0.82 0.37
T-C Talks Adult 2.67 0.11 0.44 0.51 0.24 0.63
T-C Seek Attn Ad 3.24 0.08 7.37 0.01** 2.05 0.16
T-C Directs Adit 3.14 0.08 0.35 0.56 0.35 0.56
T-C Complies Ad 1.87 0.18 2.12 0.15 1.42 0.24
T-C Criticise Ad 0.45 0.51 0.11 0.74 0.11 0.74
T-C Uses Object 2.30 0.14 3.93 0.05* 0.03 0.86
T-C Handles Obj 20.26 0.00*** 3.11 0.08 0.17 0.68
T-C Looks Object 16.68 0.00*** 3.28 0.08 2.17 0.15
T-C Proxim Task 0.23 0.64 0.23 0.64 0.01 0.92
T-C Affectn Obj - - - - - —
T-C Talks Object 0.88 0.35 2.45 0.12 1.57 0.22
T-C Requests Obj 0.00 0.95 0.09 0.77 7.69 0.01**
T-C Accepts Obj 0.61 0.44 0.42 0.52 5.50 0.02*
T-C Fetches Obj 0.03 0.86 0.03 0.86 0.03 0.86
T-C Gives Object 0.00 0.96 2.64 0.11 12.20 0.00***
T-C Selects Task 13.01 0.00*** 1.37 0.25 0.00 0.96
T-C Drops Object 1.56 0.22 0.05 0.83 1.56 0.22
T-C Moves Away 0.17 0.68 0.34 0.56 0.01 0.93
T-C Aggress Obj 0.95 0.33 3.08 0.09 0.04 0.85
T-C Disrupts Act 14.91 0.00*** 0.51 0.48 4.55 0.04*
T-C Grabs Object 6.91 0.01** 2.80 0.10 2.80 0.10
T-C Rejects Obj 0.94 0.34 0.11 0.75 0.11 0.75
T-C Critic Obj 0.71 0.40 0.71 0.40 0.40 0.53
T-C Praises Obj 0.28 0.60 1.12 0.29 0.28 0.60
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Table H.3 (contd). Summary table for two way analyses of
variance examining the effect of handicap and
group on behaviour (Groups 2 and 3).
HANDICAP GROUP INTERACTION
BEHAVIOURS F P F P F P
T-C Affect (phys) — - - - - -
T-C Req Assist 8.43 0.01** 0.03 0.87 0.00 1.00
T-C Accepts Asst 12.60 0.00*** 0.41 0.53 0.41 0.53
T-C Aggres (phys) 0.00 1.00 0.70 0.41 0.00 1.00
T-C Resist (phys) 0.02 0.90 0.39 0.53 1.28 0.26
T-C Reject Assist 0.41 0.53 0.41 0.53 0.41 0.53
T-C Interferes 11.87 0.00*** 3.18 0.08 2.39 0.13
T-C Inhibits 12.70 0.00***12.70 0.00*** 6.99 0.01**
T-C Demonstrates 5.72 0.02* 2.45 0.12 1.96 0.17
T-C Asks Question 0.13 0.73 6.51 0.02* 0.19 0.67
T-C Aggres (verb) 0.23 0.64 0.23 0.64 0.98 0.33
T-C Refuses 1.61 0.21 13.73 0.00*** 0.13 0.72
T-C Interrupts 1.00 0.32 1.00 0.32 1.00 0.32
T-C Prohibits 13.21 0.00*** 8.84 0.00** 4.38 0.04*
T-C Explains 17.40 0.00*** 8.21 0.01** 1.46 0.23
T-C Reassures 4.10 0.05* 0.26 0.61 0.26 0.61
T-C Ignores 2.79 0.10 0.05 0.82 0.05 0.82
T-C Laughs 3.70 0.06 5.82 0.02* 3.18 0.08
T-C Req Permiss 0.07 0.79 7.45 0.01** 0.07 0.79
T-C Screams 0.95 0.34 0.95 0.34 0.24 0.63
T-C Threatens 0.08 0.78 0.08 0.78 3.73 0.06
T-C Insists 4.67 0.04 1.57 0.22 1.57 0.22
T-C Teases 0.88 0.35 1.98 0.17 0.22 0.64
T-C Gazes Space 10.42 0.00** 0.28 0.60 0.58 0.45
T-C Cries 0.54 0.47 0.06 0.81 0.24 0.63
T-C Whines 3.00 0.09 0.63 0.43 0.10 0.75
T-C Gross Motor 0.06 0.81 0.54 0.47 0.24 0.63
T-C Play Duratn 35.55 0.00***21.32 0.00*** 0.00 0.98
T-C Total Behav 1.22 0.27 9.48 0.00** 3.97 0.05*
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Table H .3 (contd). Summary table for two way analyses of
variance examining the effect of handicap and
group on behaviour (Groups 2 and 3).
HANDICAP GROUP INTERACTION
BEHAVIOURS F P F P F P
Sib Looks T-C 5.30 0.03* 3.51 0.07 0.59 0.45
Sib Includes T-C 1.10 0.30 2.48 0.12 0.85 0.36
Sib Smiles T-C 1.34 0.25 0.15 0.70 1.34 0.25
Sib Talks T-C 0.00 1.00 1.06 0.31 1.31 0.26
Sib Assists T-C 10.33 0.00** 16.14 0.00*** 8.91 0.00**
Sib Excludes T-C 4.83 0.03* 2.00 0.16 0.06 0.81
Sib Seek Attn T-C 5.10 0.03* 1.52 0.22 0.38 0.54
Sib Suggests T-C 0.00 0.95 15.05 0.00*** 1.73 0.19
Sib Directs T-C 0.06 0.81 32.41 0.00*** 0.19 0.67
Sib Complies T-C 15.55 0.00*** 1.21 0.28 4.49 0.04*
Sib Criticise T-C 2.94 0.09 18.30 0.00*** 0.86 0.36
Sib Praises T-C 2.48 0.12 28.40 0.00*** 1.47 0.23
Sib Self-Talk 3.38 0.07 12.89 0.00*** 3.70 0.06
Sib Self-Critic 0.50 0.48 0.08 0.78 2.88 0.10
Sib Self-Praise 3.27 0.08 0.36 0.55 4.71 0.03*
Sib Looks Adult 0.98 0.33 10.59 0.00** 0.02 0.89
Sib Smiles Adult 0.00 1.00 4.66 0.04* 0.19 0.67
Sib Talks Adult 0.51 0.48 22.66 0.00*** 0.91 0.35
Sib Seek Attn Ad 1.11 0.30 10.01 0.00** 0.07 0.79
Sib Directs Adit 2.14 0.15 2.14 0.15 2.14 0.15
Sib Complies Ad 0.16 0.70 4.42 0.04* 0.02 0.90
Sib Criticise Ad 4.02 0.05* 4.02 0.05* 0.74 0.39
Sib Uses Object 0.33 0.57 0.18 0.68 0.18 0.68
Sib Handles Obj 0.02 0.88 40.79 0.00*** 0.05 0.82
Sib Looks Object 4.84 0.03* 0.77 0.38 0.09 0.77
Sib Proxim Task 3.46 0.07 11.20 0.00*** 2.21 0.14
Sib Affectn Obj 1.00 0.32 1.00 0.32 1.00 0.32
Sib Talks Object 7.16 0.01** 10.69 0.00** 0.31 0.58
Sib Requests Obj 1.54 0.22 0.38 0.54 1.24 0.27
Sib Accepts Obj 0.05 0.82 0.33 0.57 7.51 0.01**
Sib Fetches Obj 2.59 0.11 2.59 0.11 0.29 0.59
Sib Gives Object 0.63 0.43 0.16 0.69 16.66 0.00***
Sib Selects Task 5.82 0.02* 4.96 0.03* 0.55 0.46
Sib Drops Object 2.71 0.11 8.01 0.01** 1.25 0.27
Sib Moves Away 5.08 0.03* 12.01 0.00*** 3.63 0.06
Sib Aggress Obj 1.69 0.20 5.10 0.03* 2.06 0.16
Sib Disrupts Act 12.63 0.00*** 0.59 0.45 6.12 0.02*
Sib Grabs Object 1.27 0.26 0.05 0.82 0.96 0.33
Sib Rejects Obj 6.53 0.01** 2.13 0.15 4.80 0.03*
Sib Critic Obj 0.18 0.67 3.82 0.06 0.59 0.45
Sib Praises Obj 2.31 0.13 5.91 0.02* 2.31 0.13
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Table H .3 (contd). Summary table for two way analyses of
variance examining the effect of handicap and
group on behaviour (Groups 2 and 3).
HANDICAP GROUP INTERACTION
BEHAVIOURS F P F P F P
Sib Affect (phys) 1.00 0.32 1.00 0.32 1.00 0.32
Sib Req Assist 0.27 0.61 3.89 0.05* 3.89 0.05*
Sib Accepts Asst 5.78 0.02* 7.86 0.01** 5.78 0.02*
Sib Aggres (phys) 0.33 0.57 0.33 0.57 0.91 0.34
Sib Resist (phys) 1.63 0.21 1.14 0.29 0.41 0.53
Sib Reject Assist 1.90 0.17 1.90 0.17 1.90 0.17
Sib Interferes 3.78 0.06 12.10 0.00*** 0.42 0.52
Sib Inhibits 0.35 0.56 9.59 0.00** 1.07 0.31
Sib Demonstrates 4.81 0.03* 18.29 0.00*** 3.08 0.08
Sib Asks Question 0.00 1.00 0.97 0.33 3.67 0.06
Sib Aggres (verb) 0.82 0.37 0.93 0.34 0.07 0.79
Sib Refuses 4.86 0.03* 0.05 0.82 2.55 0.12
Sib Interrupts 0.73 0.40 2.93 0.09 0.00 1.00
Sib Prohibits 1.34 0.25 7.07 0.01** 0.79 0.38
Sib Explains 0.89 0.35 8.96 0.00** 0.29 0.59
Sib Reassures 0.03 0.87 4.57 0.04* 0.24 0.62
Sib Ignores 0.05 0.82 0.39 0.53 0.26 0.61
Sib Laughs 2.29 0.14 0.78 0.38 0.32 0.57
Sib Req Permiss 4.14 0.05* 0.02 0.88 0.61 0.44
Sib Screams 2.39 0.13 5.91 0.02 0.44 0.51
Sib Threatens 2.84 0.10 0.21 0.65 0.59 0.45
Sib Insists 1.56 0.22 0.00 1.00 6.24 0.02*
Sib Teases 0.06 0.80 0.26 0.62 0.26 0.62
Sib Gazes Space 0.04 0.85 0.91 0.34 0.04 0.85
Sib Cries 0.69 0.41 2.75 0.10 0.48 0.49
Sib Whines 1.28 0.26 5.11 0.03* 0.20 0.65
Sib Gross Motor 0.11 0.74 6.14 0.02* 0.11 0.74
Sib Play Duratn 0.95 0.33 22.13 0.00*** 0.42 0.52
Sib Total Behav 1.98 0.16 0.03 0.86 7.59 0.01**
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Table H .3 (contd). Summary table for two way analyses of
variance examining the effect of handicap and
group on behaviour (Groups 2 and 3).
HANDICAP GROUP INTERACTION
BEHAVIOURS F P F P F P
A Smiles Sib 0.29 0.59 7.35 0.01** 0.29 0.59
A Talks Sib 0.49 0.49 20.64 0.00*** 0.97 0.33
A Assists Sib 0.17 0.68 6.76 0.01** 0.02 0.89
A Suggest Sib 0.30 0.58 3.28 0.08 1.39 0.24
A Directs Sib 0.38 0.54 11.50 0.00*** 0.10 0.76
A Critic Sib 0.57 0.46 0.74 0.39 0.74 0.39
A Praise Sib 0.41 0.52 11.90 0.00*** 0.41 0.52
A Smiles T-C 2.55 0.12 0.92 0.34 0.10 0.75
A Talks T-C 4.85 0.03* 2.69 0.11 0.11 0.74
A Assists T-C 6.96 0.01** 5.16 0.03* 3.09 0.08
A Suggest T-C 3.40 0.07 1.35 0.25 0.12 0.73
A Directs T-C 2.06 0.16 1.32 0.26 1.16 0.29
A Critic T-C 0.21 0.65 0.00 1.00 0.02 0.88
A Praise T-C 6.09 0.02* 1.57 0.22 0.28 0.60
A Gives Objct 9.13 0.00** 1.46 0.23 0.02 0.88
A Praises Tsk 1.00 0.32 1.00 0.32 1.00 0.32
A Affection - - - - - —
A Interferes 3.19 0.08 1.15 0.29 0.51 0.48
A Inhibits 0.65 0.43 0.65 0.43 1.79 0.19
A Demonstrates 2.80 0.10 5.30 0.03 0.39 0.53
A Comforts 1.00 0.32 1.00 0.32 1.00 0.32
A Asks Quest 0.72 0.40 0.72 0.40 1.28 0.26
A Interrupts 2.00 0.16 0.00 1.00 0.00 1.00
A Prohibits 0.12 0.73 3.05 0.09 1.10 0.30
A Explains 3.40 0.07 15.49 0.00*** 1.31 0.26
A Reassures 3.02 0.09 0.09 0.76 0.01 0.92
A Ignores 6.77 0.01** 0.27 0.61 1.69 0.20
A Laughs 0.33 0.57 0.33 0.57 0.33 0.57
A Insists 1.80 0.19 0.20 0.66 0.20 0.66
A Total Behav 5.09 0.03* 12.15 0.00*** 0.77 0.38
A Toward Sib 0.07 0.80 21.51 0.00*** 0.17 0.68
A Toward T-C 8.14 0.01** 4.07 0.05* 0.90 0.35
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Table H.4. Summary table for two way analyses of variance
examining the effect of handicap and group on
behaviour (Groups 1 and 4).
HANDICAP GROUP INTERACTION
BEHAVIOURS F P F P F P
T-C Looks Sib 0.44 0.51 0.00 1.00 15.21 0.00***
T-C Includes Sib 0.52 0.48 0.52 0.48 0.52 0.48
T-C Smiles Sib 6.45 0.01** 5.62 0.02* 5.62 0.02*
T-C Talks Sib 10.97 0.00** 0.14 0.71 1.71 0.20
T-C Assists Sib 3.80 0.06 6.76 0.01** 3.80 0.06
T-C Excludes Sib 0.01 0.91 0.36 0.55 0.92 0.34
T-C Seek Attn Sib 0.91 0.35 0.39 0.54 2.10 0.15
T-C Suggests Sib 2.06 0.16 4.57 0.04* 0.44 0.51
T-C Directs Sib 15.45 0.00*** 16.54 0.00*** 7.07 0.01**
T-C Complies Sib 0.05 0.82 1.05 0.31 2.71 0.11
T-C Criticise Sib 3.96 0.05* 3.96 0.05* 0.55 0.46
T-C Praises Sib 3.25 0.08 8.03 0.01** 0.39 0.53
T-C Self-Talk 3.46 0.07 7.85 0.01** 1.08 0.30
T-C Self-Critic 0.00 0.96 2.03 0.16 1.28 0.26
T-C Self-Praise 4.00 0.05* 0.66 0.42 3.43 0.07
T-C Looks Adult 1.04 0.31 0.32 0.57 5.64 0.02*
T-C Smiles Adult 1.12 0.29 0.35 0.56 4.00 0.05*
T-C Talks Adult 0.09 0.77 6.45 0.01** 2.18 0.15
T-C Seek Attn Ad 0.48 0.49 5.44 0.02* 2.53 0.12
T-C Directs Adit 1.30 0.26 1.30 0.26 1.30 0.26
T-C Complies Ad 0.07 0.80 2.37 0.13 2.37 0.13
T-C Criticise Ad 0.73 0.40 2.93 0.09 0.00 1.00
T-C Uses Object 0.08 0.79 0.00 1.00 2.13 0.15
T-C Handles Obj 10.85 0.00** 12.29 0.00*** 0.50 0.48
T-C Looks Object 34.09 0.00*** 0.91 0.35 1.44 0.24
T-C Proxim Task 1.10 0.30 3.05 0.09 0.12 0.73
T-C Affectn Obj 1.00 0.32 1.00 0.32 1.00 0.32
T-C Talks Object 12.23 0.00*** 4.48 0.04* 4.10 0.05*
T-C Requests Obj 3.09 0.08 0.53 0.47 3.09 0.08
T-C Accepts Obj 0.64 0.43 0.52 0.47 0.01 0.94
T-C Fetches Obj 1.90 0.17 0.21 0.65 0.21 0.65
T-C Gives Object 0.48 0.49 0.58 0.45 0.69 0.41
T-C Selects Task 32.30 0.00*** 1.05 0.31 2.81 0.10
T-C Drops Object 3.11 0.08 0.00 0.95 0.11 0.75
T-C Moves Away 0.30 0.59 1.19 0.28 0.30 0.59
T-C Aggress Obj 0.83 0.37 0.15 0.70 0.15 0.70
T-C Disrupts Act 3.74 0.06 0.02 0.90 31.75 0.00***
T-C Grabs Object 2.01 0.16 1.46 0.23 0.33 0.57
T-C Rejects Obj 1.09 0.30 1.09 0.30 2.13 0.15
T-C Critic Obj 2.99 0.09 5.03 0.03* 0.20 0.66
T-C Praises Obj 1.35 0.25 0.15 0.70 0.02 0.90
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Table H .4 (contd). Summary table for two way analyses of
variance examining the effect of handicap and
group on behaviour (Groups 1 and 4).
HANDICAP GROUP INTERACTION
BEHAVIOURS F P F P F P
T-C Affect (phys) - -
T-C Req Assist 7.42 0.01**
T-C Accepts Asst 13.70 0.00***
T-C Aggres (phys) 2.00 0.16
T-C Resist (phys) 0.83 0.37
T-C Reject Assist 1.80 0.19
T-C Interferes 16.80 0.00***
T-C Inhibits 13.42 0.00***
T-C Demonstrates 0.61 0.44
T-C Asks Question 2.70 0.11
T-C Aggres (verb) 0.28 0.60
T-C Refuses 2.81 0.10
T-C Interrupts 0.00 1.00
T-C Prohibits 8.33 0.01**
T-C Explains 27.53 0.00***
T-C Reassures 16.99 0.00***
T-C Ignores 0.41 0.52
T-C Laughs 2.67 0.11
T-C Req Permiss 0.03 0.87
T-C Screams 2.29 0.14
T-C Threatens 0.20 0.66
T-C Insists 5.88 0.02*
T-C Teases 1.63 0.21
T-C Gazes Space 0.91 0.34
T-C Cries 2.14 0.15
T-C Whines 3.20 0.08
T-C Gross Motor 2.00 0.16
T-C Play Duratn 22.69 0.00***
T-C Total Behav 3.07 0.09
0.01 0.93 3.18 0.08
2.11 0.15 0.53 0.47
0.81 0.37 0.15 0.70
3.63 0.06 0.17 0.68
0.20 0.66 0.20 0.66
4.81 0.03* 2.63 0.11
10.45 0.00** 13.42 0.00***
5.53 0.02* 0.02 0.90
0.06 0.80 0.56 0.46
0.00 0.95 0.36 0.55
0.87 0.36 2.33 0.13
0.42 0.52 0.42 0.52
8.33 0.01** 5.24 0.03
4.37 0.04* 0.00 1.00
3.36 0.07 3.36 0.07
0.41 0.52 0.81 0.37
0.16 0.64 0.05 0.82
0.23 0.64 0.03 0.87
3.05 0.09 2.29 0.14
1.80 0 k 19 0.20 0.66
0.21 0.65 1.55 0.22
0.92 0.34 0.92 0.34
0.91 0.34 0.23 0.64
2.14 0.15 0.66 0.42
0.01 0.91 1.72 0.20
0.00 1.00 0.00 1.00
6.42 0.01** 0.00 0.98
0.00 0.96 3.45 0.07
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Table H .4 (contd). Summary table for two way analyses of
variance examining the effect of handicap and
group on behaviour (Groups 1 and 4).
HANDICAP GROUP INTERACTION
BEHAVIOURS F P F P F P
Sib Looks T-C 21.16 0.00***30.11 0.00***10.95 0.00**
Sib Includes T-C 8.03 0.01** 0.13 0.72 0.13 0.72
Sib Smiles T-C 4.03 0.05* 4.03 0.05* 0.25 0.62
Sib Talks T-C 3.60 0.06 7.59 0.01** 2.73 0.10
Sib Assists T-C 13.24 0.00** 4.24 0.04* 1.91 0.17
Sib Excludes T-C 8.80 0.00** 1.15 0.29 1.44 0.24
Sib Seek Attn T-C 4.88 0.03* 16.69 0.00*** 8.89 0.00**
Sib Suggests T-C 0.49 0.49 3.54 0.07 11.85 0.00***
Sib Directs T-C 0.00 0.97 2.97 0.09 0.17 0.68
Sib Complies T-C 18.03 0.00***17.41 0.00*** 8.91 0.00**
Sib Criticise T-C 3.96 0.05* 3.18 0.08 6.60 0.01**
Sib Praises T-C 1.00 0.32 2.48 0.12 0.00 0.96
Sib Self-Talk 1.01 0.32 2.38 0.13 2.77 0.10
Sib Self-Critic 0.27 0.60 0.02 0.90 0.02 0.90
Sib Self-Praise 0.08 0.78 1.04 0.31 0.86 0.36
Sib Looks Adult 0.12 0.73 0.49 0.49 4.44 0.04
Sib Smiles Adult 1.00 0.32 1.00 0.32 1.00 0.32
Sib Talks Adult 0.58 0.45 0.11 0.75 1.18 0.28
Sib Seek Attn Ad 0.98 0.33 0.73 0.40 3.80 0.06
Sib Directs Adit 3.14 0.08 0.35 0.56 0.35 0.56
Sib Complies Ad 0.01 0.94 5.99 0.02* 2.75 0.10
Sib Criticise Ad 0.57 0.46 2.26 0.14 0.57 0.46
Sib Uses Object 0.34 0.56 25.76 0.00*** 0.10 0.76
Sib Handles Obj 0.00 1.00 3.43 0.07 0.03 0.85
Sib Looks Object 1.50 0.23 0.17 0.69 3.53 0.07
Sib Proxim Task 1.18 0.28 1.18 0.28 1.18 0.28
Sib Affectn Obj - - - - - -
Sib Talks Object 7.54 0.01** 1.41 0.24 3.71 0.06
Sib Requests Obj 0.33 0.57 0.93 0.34 3.46 0.07
Sib Accepts Obj 0.00 0.96 0.03 0.88 1.74 0.19
Sib Fetches Obj 5.41 0.02* 6.85 0.01** 2.11 0.15
Sib Gives Object 0.31 0.58 0.03 0.87 0.03 0.87
Sib Selects Task 8.75 0.00** 1.40 0.24 5.60 0.02*
Sib Drops Object 0.00 1.00 0.29 0.60 0.07 0.79
Sib Moves Away 0.52 0.48 0.92 0.34 0.92 0.34
Sib Aggress Obj 0.26 0.61 2.35 0.13 0.00 1.00
Sib Disrupts Act 22.22 0.00*** 1.44 0.24 1.65 0.20
Sib Grabs Object 2.64 0.11 4.08 0.05* 0.27 0.61
Sib Rejects Obj 2.43 0.13 1.24 0.27 1.24 0.27
Sib Critic Obj 0.43 0.52 0.90 0.35 2.34 0.13
Sib Praises Obj 4.37 0.04* 1.71 0.20 4.37 0.04*
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Table H.4 (contd). Summary table for two way analyses of
variance examining the effect of handicap and
group on behaviour (Groups 1 and 4).
HANDICAP GROUP INTERACTION
BEHAVIOURS F P F P F P
Sib Affect (phys) 1.90 0.17 0.21 0.65 0.21 0.65
Sib Req Assist 0.49 0.49 1.60 0.21 0.02 0.89
Sib Accepts Asst 8.93 0.00** 2.23 0.14 3.97 0.05*
Sib Aggres (phys) 0.88 0.35 0.88 0.35 3.52 0.07
Sib Resist (phys) 0.01 0.93 0.18 0.67 1.63 0.21
Sib Reject Assist - - - - - —
Sib Interferes 0.55 0.46 1.03 0.32 0.37 0.55
Sib Inhibits 0.25 0.62 7.98 0.01** 0.25 0.62
Sib Demonstrates 6.38 0.01** 0.00 0.95 1.00 0.32
Sib Asks Question 0.85 0.36 0.19 0.67 1.37 0.25
Sib Aggres (verb) 1.22 0.28 0.01 0.94 0.06 0.81
Sib Refuses 1.10 0.30 0.60 0.44 0.10 0.75
Sib Interrupts 2.78 0.10 1.00 0.32 5.44 0.02*
Sib Prohibits 3.24 0.08 2.75 0.10 1.17 0.28
Sib Explains 0.31 0.58 2.38 0.13 1.28 0.26
Sib Reassures 0.81 0.37 0.36 0.55 5.77 0.02*
Sib Ignores 0.28 0.60 0.01 0.93 10.01 0.00**
Sib Laughs 2.55 0.12 1.66 0.20 1.17 0.28
Sib Req Permiss 0.07 0.79 1.74 0.19 0.07 0.79
Sib Screams 0.00 1.00 2.00 0.16 0.00 1.00
Sib Threatens 5.00 0.03 0.56 0.46 0.56 0.46
Sib Insists 3.54 0.07 1.19 0.28 2.21 0.14
Sib Teases 3.72 0.06 2.94 0.09 2.25 0.14
Sib Gazes Space 0.52 0.47 3.25 0.08 10.52 0.00**
Sib Cries 1.00 0.32 1.00 0.32 1.00 0.32
Sib Whines 0.81 0.37 0.47 0.50 2.35 0.13
Sib Gross Motor 0.71 0.40 0.71 0.40 1.59 0.21
Sib Play Duratn 1.80 0.19 0.17 0.68 3.25 0.08
Sib Total Behav 0.13 0.72 0.02 0.90 0.05 0.83
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Table H .4 (contd). Summary table for two way analyses of
variance examining the effect of handicap and
group on behaviour (Groups 1 and 4).
HANDICAP GROUP INTERACTION
BEHAVIOURS F P F P F P
A Smiles Sib _ — - - - -
A Talks Sib 0.00 1.00 2.32 0.13 0.04 0.85
A Assists Sib 2.65 0.11 8.12 0.01** 5.97 0.02*
A Suggest Sib 0.08 0.78 6.55 0.01** 1.52 0.22
A Directs Sib 0.25 0.62 10.39 0.00** 0.62 0.43
A Critic Sib 3.87 0.05* 3.26 0.08 0.03 0.87
A Praise Sib 0.38 0.54 0.10 0.76 2.38 0.13
A Smiles T-C 0.53 0.47 0.00 1.00 2.11 0.15
A Talks T-C 0.00 1.00 9.05 0.00** 1.63 0.21
A Assists T-C 4.38 0.04* 0.22 0.64 1.64 0.21
A Suggest T-C 0.12 0.73 6.06 0.02* 0.00 1.00
A Directs T-C 2.23 0.14 3.75 0.06 1.11 0.30
A Critic T-C 2.25 0.14 0.12 0.73 3.84 0.06
A Praise T-C 0.31 0.58 3.96 0.05* 1.07 0.31
A Gives Objct 0.70 0.41 3.80 0.06 0.42 0.52
A Praises Tsk 1.00 0.32 1.00 0.32 1.00 0.32
A Affection 1.00 0.32 1.00 0.32 1.00 0.32
A Interferes 0.72 0.40 2.01 0.16 0.08 0.78
A Inhibits 0.31 0.58 0.86 0.36 0.03 0.85
A Demonstrates 0.85 0.36 2.61 0.11 0.00 1.00
A Comforts - - - - - —
A Asks Quest 1.00 0.32 1.00 0.32 1.00 0.32
A Interrupts 1.00 0.32 1.00 0.32 1.00 0.32
A Prohibits 0.21 0.65 1.90 0.17 0.21 0.65
A Explains 0.02 0.89 4.20 0.05* 1.20 0.28
A Reassures 4.08 0.05* 0.00 1.00 1.02 0.32
A Ignores 18.64 0.00*** 2.62 0.11 2.62 0.11
A Laughs 1.00 0.32 1.00 0.32 1.00 0.32
A Insists — *■
A Total Behav 1.61 0.21 10.42 0.00** 2.35 0.13
A Toward Sib 0.42 0.52 8.74 0.00** 1.92 0.17
A Toward T-C 1.96 0.17 7.39 0.01** 2.93 0.09
140
A P P E N D I X  I
FACTORS FROM HOME OBSERVATIONS
Table 1.1. Behaviour loadings on the 5 factors generated by 
principal components analysis: Target children.
BEHAVIOURS
T-C
DIRECTS
T-C
CO-OPER
T-C
ABSORB
T-C
AGGRESS
T-C
MOBILE
T-C DIRECTS SIB 0.857 0.041 0.002 -0.046 -0.079
T-C INHIBITS 0.739 -0.156 0.022 0.043 -0.034
T-C EXPLAINS 0.678 0.130 0.381 -0.268 -0.104
T-C PRAISES SIB 0.629 0.116 -0.054 -0.149 -0.054
T-C PROHIBITS 0.627 -0.039 0.166 0.066 -0.170
T-C DEMONSTRATE 0.621 0.031 -0.084 -0.216 0.130
T-C INTERFERES 0.610 0.012 0.050 0.040 -0.039
T-C ASSISTS SIB 0.567 -0.088 0.025 -0.158 -0.029
T-C REASSURES 0.545 0.034 0.032 -0.139 -0.023
T-C HANDLES OBJ -0.535 -0.084 -0.050 -0.014 0.285
T-C LOOKS ADULT -0.442 -0.289 0.115 -0.184 0.002
T-C DISRUPTS 0.406 -0.161 -0.136 0.133 0.121
T-C GRABS OBJCT 0.396 -0.209 0.078 0.230 0.267
T-C SMILES ADLT -0.371 -0.284 -0.082 -0.150 -0.176
T-C ACC ASSIST -0.343 -0.133 -0.329 -0.098 -0.143
T-C REQ ASSIST -0.312 -0.013 0.108 -0.220 0.158
T-C INVOLVE SIB 0.240 0.106 -0.055 -0.117 0.181
T-C PRAISES OBJ 0.237 0.130 0.074 0.078 -0.079
T-C USES OBJECT -0.067 0.713 0.014 -0.005 0.119
T-C STOPS USING -0.068 0.713 0.016 -0.007 0.119
T-C COMPLY SIB -0.117 0.691 -0.273 0.048 -0.040
T-C SUGGEST SIB 0.273 0.590 -0.097 0.014 -0.132
T-C ASKS QUEST 0.027 0.578 0.210 -0.008 -0.067
T-C SATTN SIB -0.080 0.520 0.078 -0.102 -0.132
T-C LOOKS SIB -0.354 0.514 -0.184 -0.162 -0.081
T-C REQ PERMISS -0.066 0.468 -0.052 -0.089 0.003
T-C INSISTS 0.160 0.370 0.229 0.111 -0.048
T-C COMPLY ADLT -0.302 -0.316 0.311 -0.249 0.068
T-C IGNORES 0.154 -0.260 0.069 0.232 0.232
T-C DIRECTS AD -0.135 -0.255 -0.010 0.074 -0.107
T-C SCREAMS -0.058 -0.219 -0.056 0.199 -0.003
T-C ACCEPT OBJ 0.076 0.192 -0.161 -0.111 0.025
T-C SELF-TALK -0.100 0.021 0.685 0.045 -0.043
T-C SELF-PRAISE -0.014 0.236 0.601 0.058 -0.079
T-C TALKS SIB -0.028 0.363 -0.531 0.036 -0.096
T-C SATTN ADULT -0.253 -0.247 0.509 -0.305 0.278
T-C LOOKS OBJCT -0.402 0.044 -0.493 0.028 0.101
T-C SELECT TASK 0.186 0.151 0.484 0.020 -0.143
T-C TALKS OBJCT -0.011 -0.142 0.451 -0.084 0.088
T-C CRITIC OBJ 0.172 0.338 0.438 0.332 -0.086
T-C SMILES SIB -0.205 0.051 -0.380 -0.141 -0.069
T-C AGGRES OBJ -0.094 -0.133 0.377 0.216 0.259
T-C LAUGHS -0.127 0.027 -0.373 0.270 0.121
T-C THREATENS -0.005 0.070 0.282 0.201 0.102
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Table 1.1 (contd). Behaviour loadings on the five factors
generated by the principal components
analysis: Target children.
T-C T-C T-C T-C T-C
BEHAVIOURS DIRECTS CO-OPER ABSORB AGGRESS MOBILE
T-C AGGRES VERB -0.026 0.102 0.358 0.735 -0.033
T-C EXCLUDE SIB 0.276 -0.142 -0.053 0.498 0.122
T-C RESISTS -0.130 -0.167 0.026 0.483 0.092
T-C REFUSES 0.250 0.279 0.121 0.483 -0.081
T-C RJCT ASSIST -0.090 -0.019 -0.110 0.470 -0.027
T-C WHINES -0.228 0.310 0.079 0.441 0.155
T-C TEASES 0.073 0.040 0.035 0.433 -0.041
T-C CRITIC ADLT -0.132 0.018 0.168 0.427 -0.079
T-C CRITIC SIB 0.350 0.088 0.281 0.421 -0.143
T-C AGGRES PHYS -0.061 -0.135 -0.047 0.406 0.069
T-C REJECT OBJ 0.098 -0.021 -0.150 0.312 0.029
T-C SELF-CRITIC -0.026 0.284 0.105 0.299 0.234
T-C CRIES -0.181 -0.211 0.003 0.296 -0.025
T-C GIVES OBJCT 0.129 0.187 -0.056 -0.260 0.213
T-C INTERRUPTS 0.222 -0.084 0.003 0.235 -0.094
T-C PROX TASK -0.078 -0.016 0.037 -0.036 0.840
T-C MOVES AWAY -0.078 -0.046 0.037 0.019 0.830
T-C GROSS MOTOR -0.024 0.007 0.126 -0.044 0.674
T-C DROPS OBJCT -0.162 -0.226 -0.091 0.205 0.386
T-C TALKS ADULT -0.222 -0.326 0.358 -0.130 0.373
T-C GAZES SPACE -0.249 0.054 -0.138 0.063 0.249
T-C AFFECTION 0.032 0.155 -0.116 -0.148 0.235
T-C REQ OBJECT -0.168 0.124 -0.010 0.057 0.207
T-C FETCHES OBJ -0.032 -0.120 0.069 -0.017 0.150
T-C AFFECT OBJ -0.040 -0.081 0.039 -0.012 -0.089
TARGET I Eigen value= 7.064 % of variance= 10.2
TARGET II 4.954 7.2
TARGET III 4.222 6.1
TARGET IV 3.437 5.0
TARGET V 2.889 4.2
Rotated solution (Varimax rotation), 5 factors requested.
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Table 1.2. Behaviour loadings on the five factors generated
by the principal components analysis: Siblings.
BEHAVIOURS
SIB
DIRECTS
SIB
AGGRESS
SIB
MOBILE
SIB
CO-OPER
SIB
ABSORB
SIB DEMONSTRATE 0.769 0.027 -0.082 0.013 -0.189
SIB PRAISES T-C 0.718 -0.083 -0.264 -0.121 0.032
SIB DIRECTS T-C 0.627 0.250 -0.255 0.042 -0.047
SIB ASSISTS T-C 0.616 0.024 -0.239 -0.257 0.021
SIB INTERFERES 0.584 0.444 -0.010 0.133 -0.166
SIB EXPLAINS 0.538 -0.066 -0.337 -0.010 0.152
SIB SUGGEST T-C 0.525 -0.200 -0.431 0.292 -0.142
SIB GIVES OBJCT 0.517 -0.119 0.074 0.027 -0.073
SIB PRAISES OBJ 0.421 0.056 -0.129 -0.158 0.199
SIB REJECTS OBJ 0.414 0.238 0.199 -0.041 0.055
SIB ASKS QUEST 0.414 -0.038 -0.238 0.169 0.238
SIB REASSURES 0.382 0.033 -0.052 0.052 -0.070
SIB TALKS T-C 0.361 -0.234 -0.264 0.293 -0.052
SIB INVOLVE T-C 0.338 -0.062 -0.086 -0.109 0.065
SIB CRITIC OBJ 0.322 0.282 0.077 0.015 0.180
SIB TALKS OBJCT -0.317 -0.089 0.086 0.103 0.181
SIB PROHIBITS 0.236 0.189 -0.098 0.222 -0.037
SIB DROPS OBJCT -0.176 -0.087 0.091 -0.165 0.029
SIB CRIES -0.169 -0.074 0.122 -0.066 0.062
SIB AGGRES VERB -0.194 0.693 -0.051 0.173 0.089
SIB CRITIC T-C 0.383 0.629 -0.228 0.076 -0.029
SIB EXCLUDE T-C 0.138 0.594 0.134 -0.065 -0.012
SIB GRABS OBJCT -0.011 0.578 0.072 -0.206 -0.090
SIB INHIBITS 0.189 0.543 -0.181 -0.156 0.010
SIB TEASES -0.144 0.463 -0.141 0.315 0.142
SIB AGGRES PHYS -0.109 0.454 -0.095 0.010 -0.079
SIB THREATENS 0.170 0.438 -0.137 -0.071 -0.013
SIB CRITIC ADLT 0.020 0.299 0.033 0.016 -0.026
SIB DIRECT ADLT -0.006 0.276 0.214 -0.046 -0.005
SIB AFFECTION 0.166 -0.186 0.157 -0.057 0.036
SIB MOVES AWAY -0.091 -0.007 0.651 -0.092 -0.034
SIB PROX TASK -0.101 0.005 0.648 -0.127 0.006
SIB HANDLE OBJ -0.317 -0.255 0.519 -0.122 0.219
SIB LOOKS ADLT -0.177 0.002 0.485 -0.008 0.085
SIB TALKS ADLT -0.194 -0.107 0.451 -0.245 0.323
SIB AGGRES OBJ -0.109 -0.041 0.390 -0.029 0.063
SIB GROSS MOT -0.162 -0.090 0.374 -0.160 -0.012
SIB SCREAMS -0.204 0.125 0.350 -0.060 0.096
SIB COMPLY AD -0.192 0.048 0.340 -0.267 0.291
SIB INTERRUPTS 0.203 0.097 0.304 0.118 -0.093
SIB IGNORES -0.033 0.227 0.293 0.051 -0.225
SIB GAZE SPACE -0.048 -0.017 0.255 0.059 0.010
SIB SMILES AD -0.130 -0.130 0.195 -0.046 0.081
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Table 1.2.(contd). Behaviour loadings on the five factors
generated by the principal components
analysis: Siblings.
BEHAVIOURS
SIB
DIRECTS
SIB
AGGRESS
SIB
MOBILE
SIB
CO-OPER
SIB
ABSORB
SIB SATTN T-C -0.046 -0.248 -0.234 0.627 0.270
SIB COMPLY T-C -0.018 -0.442 -0.265 0.618 -0.050
SIB LOOKS T-C -0.137 -0.443 -0.082 0.601 -0.132
SIB USES OBJECT 0.311 -0.133 0.449 0.597 -0.174
SIB STOPS USING 0.311 -0.133 0.449 0.597 -0.174
SIB REQ PERMISS 0.129 -0.222 -0.110 0.528 0.235
SIB INSISTS 0.017 0.140 -0.262 0.421 0.362
SIB LAUGHS -0.011 0.024 -0.126 0.400 0.036
SIB FETCHES OBJ 0.027 -0.174 -0.085 -0.350 -0.108
SIB REFUSES -0.140 0.309 -0.171 0.327 0.204
SIB RESISTS -0.185 0.179 -0.099 0.323 -0.163
SIB DISRUPTS -0.120 0.068 0.092 0.221 -0.035
SIB ACC ASSIST -0.159 -0.178 0.057 0.274 0.634
SIB REQ ASSIST 0.014 -0.128 -0.023 0.130 0.623
SIB SELF-PRAISE -0.105 0.213 -0.033 0.207 0.545
SIB SATTN ADULT -0.272 0.006 0.335 -0.240 0.499
SIB REQ OBJECT 0.090 0.038 -0.003 -0.171 0.490
SIB ACC OBJECT 0.148 -0.164 -0.008 -0.037 0.484
SIB SELF-TALK -0.192 0.234 0.336 -0.088 0.479
SIB WHINES -0.289 0.313 0.179 0.312 0.390
SIB LOOKS OBJCT 0.062 -0.005 0.358 0.092 -0.383
SIB SELECT TASK -0.105 -0.181 0.165 0.113 0.309
SIB SELF-CRITIC 0.087 0.222 0.080 0.121 0.224
SIB SMILES T-C -0.045 -0.156 -0.079 0.010 -0.196
SIBS I Eigen value= 7.349 % of variance= 11.0
SIBS II 4.949 7.4
SIBS III 3.981 5.9
SIBS IV . 3.063 4.6
SIBS V 2.911 4.3
Rotated solution (Varimax rotation) , 5 factors requested.
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Table 1.3. Behaviour loadings on the three factors generated
by the principal components analysis: Adults.
ADULT ADULT ADULT
BEHAVIOURS DIR/FACIL INVOLVES CONTROLS
A DIRECTS SIB 0.782 0.063 0.275
A ASSISTS SIB 0.778 -0.053 0.132
A SUGGEST SIB 0.631 0.081 -0.109
A PRAISES SIB 0.619 0.043 0.020
A EXPLAINS 0.586 0.128 0.553
A ASSISTS T-C 0.586 0.100 0.420
A GIVES OBJ 0.532 0.240 0.389
A DEMONSTRATES 0.529 0.093 0.418
A TALKS SIB 0.513 0.115 0.026
A CRITIC SIB 0.506 0.506 0.216
A REASSURES 0.464 -0.014 -0.159
A PRAISES OBJ 0.234 -0.051 -0.041
A SMILES SIB 0.191 -0.035 0.023
A LAUGHS -0.059 -0.009 0.055
A COMFORTS -0.088 0.946 -0.065
A ASKS QUEST -0.065 0.937 -0.060
A INSISTS -0.075 0.906 -0.045
A SUGGEST T-C 0.271 0.568 0.094
A PRAISES T-C 0.287 0.489 0.352
A TALKS T-C 0.234 0.460 0.280
A INTERRUPTS -0.025 0.049 -0.006
A INTERFERES 0.151 -0.020 0.776
A INHIBITS 0.069 0.024 0.752
A DIRECT T-C 0.354 0.512 0.579
A CRITIC T-C 0.009 0.244 0.525
A IGNORES -0.081 -0.017 0.399
A SMILES T-C -0.004 -0.013 0.361
A PROHIBITS 0.286 0.064 0.307
A AFFECT PHYS -0.150 -0.065 0.171
ADULT I Eigen value= 6.77 % of variance= 23.4
ADULT II 3.30 11.4
ADULT III 1.97 6.8
Rotated solution (Varimax rotation), 3 factors requested.
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Table 1.4. Summary tables for multivariate analyses of variance:
Effect of group and handicap on factor scores in
Groups 1 and 2.
TABLE OF MEAN SCORES:
HANDICAP SAMPLE CONTROL SAMPLE
FACTORS GROUP 1 GROUP 2 GROUP 1 GROUP 2
T-I T-C DIRCT -0.486 -0.696 -0.208 -0.005
T-II T-C CO-OP -0.471 0.646 0.308 0.367
T-III T-C ABSRB -0.671 -0.553 0.983 0.111
T-IV T-C AGGRS 0.261 0.139 -0.220 0.135
T-V T-C MOBIL -0.029 0.407 -0.249 -0.097
S-I SIB DIRCT 0.502 1.000 -0.089 -0.137
S-II SIB AGGRS 0.251 0.390 0.202 0.322
S-III SIB MOBIL -0.527 -0.084 -0.032 -0.462
S-IV SIB CO-OP -0.768 -0.224 -0.294 0.177
S-V SIB ABSRB -0.165 -0.074 0.408 -0.344
A-1 AD DIRECT -0.143 -0.455 0.274 -0.314
A-II AD INVLVE 0.028 0.530 -0.030 -0.161
A-III AD CONTRL 0.296 0.103 -0.117 -0.196
MULTIVARIATE TESTS OF SIGNIFICANCE (WILKS TEST):
APPROX HYPOTH ERROR
E F F E C T S F D.F. D.F. P
GROUP 2.051 13.00 48.00 0.036*
HANDICAP 7.311 13.00 48.00 0.000***
GROUP X HANDICAP 1.640 13.00 48.00 0.107
UNIVARIATE F-TESTS WITH (1,60) D. F:
FACTORS
HANDICAP 
F P
GROUP 
F P
INTERACTION 
F P
TRGT I 22.30 0.00*** 0.00 0.97 4.05 0.05*
TRGT II 0.81 0.37 4.48 0.04* 3.63 0.06
TRGT III 27.66 0.00*** 2.93 0.09 5.04 0.03*
TRGT IV 0.94 0.34 0.22 0.64 0.90 0.35
TRGT V 1.79 0.19 1.18 0.28 0.27 0.60
SIBS I 10.25 0.00** 0.70 0.41 1.03 0.32
SIBS II 0.05 0.82 0.27 0.61 0.00 0.97
SIBS III 0.09 0.77 0.00 0.97 4.98 0.03*
SIBS IV 5.06 0.03* 6.81 0.01** 0.03 0.85
SIBS V 0.48 0.49 2.31 0.13 3.76 0.06
ADLT I 1.79 0.19 4.66 0.04* 0.44 0.51
ADLT II 1.16 0.29 0.29 0.60 0.83 0.37
ADLT III 2.13 0.15 0.31 0.58 0.06 0.82
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Table 1.5. Summary tables for multivariate analyses of variance:
Effect of group and handicap on factor scores in
Groups 3 and 4.
TABLE OF MEAN SCORES:
HANDICAP SAMPLE CONTROL SAMPLE
FACTORS GROUP 3 GROUP 4 GROUP 3 GROUP 4
T-I T-C DIRCT -0.647 -0.329 0.968 1.402
T-II T-C CO-OP -0.610 0.356 -0.629 0.032
T-III T-C ABSRB 0.335 -0.562 0.275 0.800
T-IV T-C AGGRS -0.345 0.023 -0.092 0.099
T-V T-C MOBIL 0.061 0.054 0.056 -0.203
S-I SIB DIRCT -0.609 0.407 -0.687 -0.387
S-II SIB AGGRS -0.149 -0.067 -0.436 -0.512
S-III SIB MOBIL 0.946 0.361 0.538 -0.740
S-IV SIB CO-OP -0.478 0.092 0.476 1.019
S-V SIB ABSRB -0.264 -0.252 0.983 -0.292
A-1 AD DIRECT 0.837 -0.319 0.636 -0.516
A-II AD INVLVE 0.096 -0.122 -0.109 -0.232
A-III AD CONTRL 0.678 0.075 -0.396 -0.443
MULTIVARIATE TESTS OF SIGNIFICANCE (WILKS! TEST):
E F F E C T S
APPROX
F
HYPOTH
D.F.
ERROR
D.F. P
GROUP
HANDICAP
GROUP X HANDICAP
5.089
5.777
2.315
13.00
13.00
13.00
48.00
48.00
48.00
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UNIVARIATE F-TESTS WITH (1,60) D.F:
HANDICAP 
FACTORS F P F
GROUP
P
INTERACTION 
F P
TRGT I 53.94 0.00*** 2.72 0.10 0.07 0.80
TRGT II 1.15 0.29 25.73 0.00*** 0.90 0.35
TRGT III 1.85 0.18 6.39 0.01** 2.69 0.11
TRGT IV 0.42 0.52 1.21 0.28 0.12 0.73
TRGT V 0.32 0.58 0.33 0.57 0.29 0.59
SIBS I 9.99 0.00** 22.72 0.00*** 6.73 0.01**
SIBS II 2.38 0.13 0.00 0.99 0.11 0.74
SIBS III 10.40 0.00** 15.86 0.00*** 2.19 0.14
SIBS IV 15.60 0.00*** 5.45 0.02* 0.00 0.96
SIBS V 6.06 0.02* 6.65 0.01** 6.90 0.01**
ADLT I 0.69 0.41 23.10 0.00*** 0.00 0.99
ADLT II 4.60 0.04* 5.38 0.02* 0.43 0.52
ADLT III 11.12 0.00*** 1.85 0.18 1.35 0.25
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Table 1.6. Summary tables for multitfxnateanalyses of variance:
Effect of group and handicap on factor scores in
Groups 2 and 3.
TABLE OF MEAN SCORES:
HANDICAP SAMPLE CONTROL SAMPLE
FACTORS GROUP 2 GROUP 3 GROUP 2 GROUP 3
T-I T-C DIRCT -0.696 -0.647 -0.005 0.968
T-II T-C CO-OP 0.646 -0.610 0.367 -0.629
T-III T-C ABSRB -0.553 0.335 0.111 0.275
T-IV T-C AGGRS 0.139 -0.345 0.135 -0.092
T-V T-C MOBIL 0.407 0.061 -0.097 0.056
S-I SIB DIRCT 1.000 -0.609 -0.137 -0.687
S-II SIB AGGRS 0.390 -0.149 0.322 -0.436
S-III SIB MOBIL -0.084 0.946 -0.462 0.538
S-IV SIB CO-OP -0.224 -0.478 0.177 0.476
S-V SIB ABSRB -0.074 -0.264 -0.344 0.983
A-1 AD DIRECT -0.455 0.837 0.314 0.636
A-11 AD INVLVE 0.530 0.096 -0.161 -0.109
A-III AD CONTRL 0.103 0.678 -0.196 -0.396
MULTIVARIATE TESTS OF SIGNIFICANCE (WILKS TEST):
E F F E C T S
APPROX
F
HYPOTH
D.F.
ERROR
D.F. P
GROUP
HANDICAP
GROUP X HANDICAP
8.593
6.539
2.638
13.00
13.00
13.00
48.00
48.00
48.00
0.000*** 
0.000*** 
0.007**
UNIVARIATE F-TESTS WITH (1,60) D. F:
HANDICAP GROUP INTERACTION
FACTORS F P F P F P
TRGT I 46.34 0.00*** 9.12 0.00** 7.44 0.01**
TRGT II 0.48 0.49 27.39 0.00*** 0.36 0.55
TRGT III 2.32 0.13 7.05 0.01** 3.34 0.07
TRGT IV 0.29 0.60 2.34 0.13 0.31 0.58
TRGT V 0.66 0.42 0.10 0.76 0.64 0.43
SIBS I 8.60 0.01** 27.17 0.00*** 6.53 0.01**
SIBS II 0.53 0.47 7.04 0.01** 0.20 0.66
SIBS III 2.59 0.11 17.28 0.00*** 0.00 0.95
SIBS IV 8.43 0.01** 0.01 0.92 1.40 0.24
SIBS V 3.84 0.06 5.21 0.03* 9.27 0.00**
ADLT I 0.01 0.90 20.28 0.00*** 0.47 0.50
ADLT II 1.67 0.20 0.30 0.59 0.49 0.49
ADLT III 5.97 0.02* 0.44 0.51 1.91 0.17
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Table 1.7. Summary tables for multivorio^tanalyses of variance:
Effect of group and handicap on factor scores in
Groups 1 and 4.
TABLE OF MEAN SCORES:
HANDICAP SAMPLE CONTROL SAMPLE
FACTORS GROUP 1 GROUP 4 GROUP 1 GROUP 4
T-I T-C DIRCT -0.486 -0.329 -0.208 1.402
T-II T-C CO-OP -0.471 0.356 0.308 0.032
T-III T-C ABSRB -0.671 -0.562 0.983 0.083
T-IV T-C AGGRS 0.261 0.024 -0.220 0.099
T-V T-C MOBIL -0.029 0.054 -0.249 -0.203
S-I SIB DIRCT 0.502 0.407 -0.089 -0.387
S-II SIB AGGRS 0.251 -0.067 0.202 -0.512
S-III SIB MOBIL -0.527 0.361 -0.032 -0.740
S-IV SIB CO-OP -0.768 0.092 -0.294 1.019
S-V SIB ABSRB -0.165 -0.252 0.408 -0.292
A-1 AD DIRECT -0.143 -0.319 0.274 -0.516
A-11 AD INVLVE 0.028 -0.122 -0.030 -0.232
A-III AD CONTRL 0.296 0.075 -0.117 -0.443
MULTIVARIATE TESTS OF SIGNIFICANCE (WILKS TEST):
E F F E C T S
APPROX
F
HYPOTH
D.F.
ERROR
D.F. P
GROUP
HANDICAP
GROUP X HANDICAP
4.838
7.083
3.808
13.00
13.00
13.00
48.00
48.00
48.00
0.000*** 
0.000*** 
0.000***
UNIVARIATE F-TESTS WITH (1/60) D.F:
FACTORS
HANDICAP 
F P
GROUP 
F P
INTERACTION 
F P
TRGT I 29.92 0.00*** 23.13 0.00*** 15.65 0.00***
TRGT II 0.92 0.34 1.34 0.25 5.38 0.02*
TRGT III 23.73 0.00*** 2.81 0.10 4.56 0.04*
TRGT IV 0.56 0.46 0.02 0.88 1.05 0.31
TRGT V 1.90 0.17 0.14 0.71 0.01 0.92
SIBS I 9.80 0.00** 0.79 0.38 0.21 0.65
SIBS II 1.04 0.31 4.55 0.04* 0.67 0.42
SIBS III 2.76 0.10 0.24 0.62 19.12 0.00***
SIBS IV 12.24 0.00*** 29.42 0.00*** 1.28 0.26
SIBS V 1.57 0.22 3.43 0.07 2.08 0.15
ADLT I 0.31 0.58 5.96 0.02* 2.41 0.13
ADLT II 1.30 0.26 5.72 0.02* 0.12 0.73
ADLT III 5.80 0.02* 2.00 0.16 0.08 0.79
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Table 1.8. Summary tables for multivariate analyses of variance: 
Effect of birth order, degree of handicap and sex 
of the Target Child on factor scores.
MULTIVARIATE TESTS OF SIGNIFICANCE (WILKS TEST):
E F F E C T S
APPROX
F
HYPOTH
D.F.
ERROR
D.F. P
SEX TARGET CHILD 1.987 13.00 100.00 0.029*
BIRTH ORDER 5.593 13.00 100.00 0.000***
DEGREE OF HANDICAP 5.971 39.00 296.87 0.000***
SEX X BIRTH ORDER 1.773 13.00 100.00 0.058
SEX X HANDICAP 1.990 39.00 296.87 0.001***
B-0 X HANDICAP 2.066 39.00 296.87 0.000***
SEX X B-0 X HANDIC 1.803 39.00 296.87 0.004**
UNIVARIATE F-TESTS - MAIN EFFECTS:
SEX OF T-CHILD BIRTH ORDER DEGREE HANDICAP
FACTORS F P F P F P
TRGT I 0.55 0.46 5.95 0.02* 25 .30 0#oo***
TRGT II 0.25 0.62 6.71 0.01** 2.48 0.07
TRGT III 0.50 0.48 0.21 0.65 12 .47 0#oo***
TRGT IV 2.04 0.16 2.10 0.15 0.28 0.84
TRGT V 4.13 0.04* 0.41 0.52 6.70 0.00***
SIBS I 0.34 0.56 17.35 0.00*** 7.30 0 Boo***
SIBS II 0.02 0.89 4.43 0.04* 1.99 0.12
SIBS III 0.86 0.36 13.27 0.00*** 4 .36 0.01**
SIBS IV 0.06 0.80 4.23 0.04* 5.34 0. 00**
SIBS V 5.21 0.02* 0.01 0.94 1.44 0.24
ADLT I 0.54 0.46 11.89 0.00*** 2.58 0.06
ADLT II 3.72 0.06 5.38 0.02* 10 .00 0.00***
ADLT III 9.85 0.00** 0.55 0.46 4 .69 0. 00**
UNIVARIATE F-TESTS - INTERACTIONS
SEX X B-0 SEX X HAND BO X HAND iSEX X BO X HD
FACTOR F P F P F P F p
TRGT I 0.44 n-s 0.20 n-s 8.21 <.001 1.31 n-s
TRGT II 1.46 n-s 1.84 n-s 0.56 n-s 1.21 n-s
TRGT III 0.29 n-s 0.63 n-s 2.53 n-s 1.27 n-s
TRGT IV 0.42 n-s 1.73 n-s 0.99 n-s 2.00 n-s
TRGT V 1.69 n-s 1.54 n-s 1.57 n-s 0.50 n-s
SIBS I 3.27 n-s 0.47 n-s 1.08 n-s 0.47 n-s
SIBS II 3.52 n-s 1.92 n-s 1.45 n-s 2.55 n-s
SIBS III 0.25 n-s 2.42 n-s 2.47 n-s 1.23 n-s
SIBS IV 0.15 n-s 2.31 n-s 1.10 n-s 0.17 n-s
SIBS V 0.27 n-s 1.61 n-s 0.51 n-s 0.32 n-s
ADLT I 0.43 n-s 2.91 <.05 3.17 <.05 1.62 n-s
ADLT II 8.62 <:.01 5.48 <.01 6.11 <.001 6.66 <.001
ADLT III 2.41 n-s 0.97 n-s 1.29 n-s 1.89 n-s
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Table 1.9. Summary tables for multWonareanalyses of variance 
Effect of birth order, degree of handicap and 
Sibling sex on factor scores.
MULTIVARIATE TESTS OF SIGNIFICANCE (WILKS TEST):
APPROX HYPOTH ERROR
E F F E C T S F D.F. D.F. P
SEX SIBLING 1.418 13.00 100.00 0.164
BIRTH ORDER 5.139 13.00 100.00 0.000***
DEGREE OF HANDICAP 5.923 39.00 296.87 0.000***
SEX X BIRTH ORDER 2.281 13.00 100.00 0.011**
SEX X HANDICAP 1.048 39.00 296.87 0.398
B-0 X HANDICAP 1.965 39.00 296.87 0.001***
SEX X B-0 X HANDIC 0.844 39.00 296.87 0.734
UNIVARIATE F-TESTS - MAIN EFFECTS:
SEX OF SIBLING BIRTH ORDER DEGREE HANDICAP
FACTORS F P( F P F P
TRGT I 1.95 0. 17 4.70 0.03* 27 .26 0i.00***
TRGT II 1.64 0. 20 4.99 0.03* 2.52 0.06
TRGT III 1.42 0. 24 1.27 0.26 13 .74 0.00***
TRGT IV 1.18 0. 28 1.39 0.24 0.40 0.75
TRGT V 0.29 0.59 0.72 0.40 8.56 0.00***
SIBS I 4.27 0.04* 20.08 0.00*** 9.68 0.00***
SIBS II 0.20 0.65 6.36 0.01** 1.40 0.25
SIBS III 0.37 0.55 12.56 0.00*** 4 .20 0. 01**
SIBS IV 0.15 0.70 3.61 0.06 6.05 0#oo***
SIBS V 0.02 0.89 0.06 0.81 1.74 0.16
ADLT I 0.07 0.80 5.98 0.02* 1.56 0.20
ADLT II 2.82 0. 10 2.00 0.16 4 .40 0.01**
ADLT III 0.00 0.96 0.87 0.35 4 .24 0. 01**
UNIVARIATE F-TESTS - INTERACTIONS
SEX X B-0 SEX X HAND BO X 1HAND JSEX X BO X HD
FACTOR F p F P F P F P
TRGT I 2.20 n-s 0.32 n-s 9.23 <.001 0.18 n-s
TRGT II 2.58 n-s 0.93 n-s 0.76 n-s 2.95 <.05
TRGT III 1.88 n-s 1.15 n-s 4.00 <.01 1.20 n-s
TRGT IV 0.08 n-s 1.07 n-s 0.94 n-s 0.28 n-s
TRGT V 0.00 n-s 0.99 n-s 2.02 n-s 0.18 n-s
SIBS I 14.30 <:. 001 1.13 n-s 1.98 n-s 2.18 n-s
SIBS II 0.43 n-s 0.45 n-s 1.19 n-s 0.66 n-s
SIBS III 3.46 n-s 1.28 n-s 1.96 n-s 0.88 n-s
SIBS IV 5.12 <.05 0.33 n-s 1.34 n-s 0.75 n-s
SIBS V 0.02 n-s 0.65 n-s 0.78 n-s 0.06 n-s
ADLT I 0.72 n-s 0.33 n-s 1.55 n-s 0.26 n-s
ADLT II 1.46 n-s 3.76 <.05 2.00 n-s 2.55 n-s
ADLT III 3.81 n-s 2.70 <.05 2.58 n-s 0.40 n-s
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A P P E N D I X  K.l
DATA FROM BEHAVIOUR RATINGS AND DIRECT OBSERVATION IN SCHOOL
Table K.l Prevalence and severity of additional handicaps 
within the pre-school sample used for the beha­
viour ratings (N=24).
PREVALENCE AND SEVERITY
OF ADDITIONAL HANDICAPS NO . OF SS PERCENTAGE
MENTAL RETARDATION:
Normal and above (IQ= 90+) 15 62.5
Borderline (IQ= 70-89) 7 29.2
Mild retardation (IQ= 55-69) 2 8.3
VISUAL PROBLEMS:
Normal vision 17 70.8
Some problems (glasses/surgery) 5 20.8
Severe problems (restricted vision) 2 8.3
HEARING DIFFICULTIES:
Normal hearing 23 95.8
Mild to moderate problems 1 4.2
SPEECH PROBLEMS:
Normal speech 7 29.2
Mild to moderate dysarthria 12 50.0
Severe dysarthria or no speech 5 20.9
EPILEPSY:
No seizures or controlled 23 95.8
Recurring seizures 1 4.2
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Table K.2. Reported loadings on factors from the Preschool 
Behaviour Checklist and the Questionnaire for 
Individual Differences in Social Behaviour.
PRESCHOOL BEHAVIOUR CHECKLIST:
Items with highest loadings on three rotated factors 
(reproduced from McGuire and Richman, 1986).
I T E M
I
Conduct/
Restless/
Aggressive
II
Isolated/
Immature
III
Emotional/
Miserable
Active 0.66
Not liked 0.44 0.34
Poor concentration 0.60 0.38
Difficult to manage 0.77
Attention seeking 0.50
Unclear speech 0.35 0.43
Reluctant to talk 0.71
Temper tantrums 0.35 0.30
Withdrawn (peers) 0.65
Whines & complains 0.36 0.55
Sensitive 0.67
Fights, etc. 0.59
Aimless wandering 0.51
Interferes in play 0.77
Miserable 0.57
Withdrawn (staff) 0.56
Destructive 0.76
Fearful 0.37
Varimax rotation of principle factors with iterations, three 
factor solution requested.
Loadings < 0.30 not included in the table.
174
RATING SCALES A P P E N D I X  K. 2
Table K .2 (Contd). Reported loadings on factors from the 
Preschool Behaviour Checklist and the Question­
naire for Individual Differences in Social 
Behaviour.
QUESTIONNAIRE FOR INDIVIDUAL DIFFERENCES IN SOCIAL BEHAVIOUR 
Principle component analysis, rotated solution 
(reproduced from Roper and Hinde, 1979).
Factor Factor Factor Factor
I T E M 1 2 3 4
Talkative 0.882 0.135 0.013 0.025
Forthcoming 0.854 0.227 -0.040 0.066
Alert, cheerful 0.758 -0.039 -0.008 0.105
Socially appropr. 0.751 -0.037 0.083 0.226
Plays with others 0.721 -0.052 0.007 0.244
Dominates 0.680 0.148 0.133 0.111
Independent 0.623 -0.009 0.439 0.241
Co-operated 0.623 -0.305 0.059 0.225
Confident 0.610 0.166 0.320 0.308
Responsible 0.605 -0.251 0.366 0.055
Physical games 0.598 0.438 -0.064 0.101
Risk/adventurous 0.563 0.497 -0.100 0.167
Imaginative 0.534 0.038 0.161 0.047
Defends rights 0.529 0.434 0.151 0.177
Speaks unclearly -0.484 0.190 0.359 -0.030
Moody -0.501 0.139 -0.064 0.462
Unoccupied -0.607 -0.106 -0.395 -0.132
Stares into space -0.685 -0.031 -0.287 -0.076
Alone -0.702 0.052 0.154 -0.255
Quiet -0.085 -0.195 0.098 -0.085
Aggressive (phys) 0.208 0.740 -0.096 -0.004
Sly 0.177 0.726 -0.186 -0.058
Bullies 0.354 0.634 -0.110 -0.057
Aggressive (verb) 0.321 0.610 -0.111 0.002
Restless 0.167 0.496 -0.423 0.168
Careful -0.003 0.675 0.402 -0.055
Obedient -0.013 -0.719 0.229 0.145
Shares toys 0.234 -0.722 0.041 0.085
Kind 0.208 -0.750 0.202 0.009
Perseveres 0.134 -0.199 0.847 0.102
Concentrates 0.005 -0.179 0.877 0.185
Neat -0.056 -0.278 0.709 0.021
Flits 0.060 0.476 -0.591 -0.110
Calm 0.226 -0.247 0.180 0.550
Flexible 0.490 -0.101 0.171 0.523
Seeks attention 0.233 -0.110 -0.125 -0.531
Worries -0.246 -0.233 -0.074 -0.737
Easily distressed -0.292 -0.118 -0.086 -0.749
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Table K.3.1. Comparisons of disability and class partici­
pation ratings at Time 1 (initial evaluation) 
and Time 2 (follow-up evaluation).
TEACHER DATA PSYCHOLOGIST DATA
VARIABLES KOLMOGOROV- P KOLMOGOROV- P
SMIRNOV Z 2-TAILED SMIRNOV Z 2-TAILED
Vision 0.289 1.00 0.000 1.00
Hearing 0.144 1.00 0.000 1.00
Epilepsy 0.144 1.00 0.144 1.00
Speech probs 0.289 1.00 0.000 1.00
Right arm 0.144 1.00 0.000 1.00
Left arm 0.289 1.00 0.000 1.00
Right leg 0.144 1.00 0.000 1.00
Left leg 0.144 1.00 0.000 1.00
Balance 0.144 1.00 0.000 1.00
Walking 0.289 1.00 0.144 1.00
Walk distance 0.289 1.00 0.144 1.00
Sitting 0.144 1.00 0.000 1.00
Use of hands 0.577 0.89 0.144 1.00
Handicap rating 0.433 0.99 0.144 1.00
Academic partic 0.289 1.00 0.577 0.89
Social particip 0.433 0.99 0.144 1.00
176
SCHOOL DATA A P P E N D I X  K. 3
Table K.3.2. Correlations between disability and classroom 
participation ratings at Time 1 (initial eva­
luation) and Time 2 (follow-up evaluation).
TEACHER DATA PSYCHOLOGIST DATA
VARIABLES SPEARMAN P SPEARMAN P
R 2-TAILED R 2-TAILED
Vision 0.846 0.00*** 1.000 0.00***
Hearing 1.000 0.00*** 1.000 0.00***
Epilepsy 0.860 0.00*** 0.860 0.00***
Speech probs 0.922 0.00*** 1.000 0.00***
Right arm 0.934 0.00*** 1.000 0.00***
Left arm 0.934 0.00*** 1.000 0.00***
Right leg 0.987 0.00*** 1.000 0.00***
Left leg 0.987 0.00*** 1.000 0.00***
Balance 0.960 o.oo*** 1.000 0.00***
Walking 0.957 0.00*** 0.981 0.00***
Walk distance 0.927 0.00*** 0.978 0.00***
Sitting 0.967 0.00*** 1.000 0.00***
Use of hands 0.876 0.00*** 0.990 0.00***
Handicap rating 0.939 0.00*** 0.987 0.00***
Academic partic 0.739 0.00*** 0.920 0.00***
Social particip 0.698 0.00*** 0.969 0.00***
Table K.3.3. Comparisons of total PBCL scores at Time 1 
(initial evaluation) and Time 2 (follow-up 
evaluation).
a) Psychologist ratings:
MEAN MEAN T
VARIABLES TIME 1 TIME 2 VALUE D.F. P
Sibling PBCL 7.706 7.470 0.13 32 0.90
Singleton PBCL 10.000 8.857 0.35 12 0.73
All SS PBCL 8.375 7.875 0.32 46 0.75
b) Teacher ratings :
MEAN MEAN T
VARIABLES TIME 1 TIME 2 VALUE D.F. P
Sibling PBCL 8.529 7.412 0.57 32 0.57
Singleton PBCL 9.857 8.714 0.39 12 0.71
All SS PBCL 8.917 7.792 0.70 46 0.49
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Table K.3.4. Comparisons of PBCL item scores at Time 1 
(initial evaluation) and Time 2 (follow-up 
evaluation).
TEACHER DATA PSYCHOLOGIST DATA 
PBCL --------------------------------------
SCORES COHEN'S K COHEN'S
Active 0.937 0.920
Not liked 0.946 0.945
Wets 0.950 0.929
Soils 0.946 0.946
Poor concentration 0.934 0.922
Difficult to manage 0.948 0.937
Attention seeking 0.933 0.920
Unclear speech 0.930 0.928
Won't talk (staff) 0.945 0.941
Won't talk (peers) 0.945 0.941
Won't talk (P.T.'s) 0.946 0.932
Temper tantrums 0.934 0.936
Withdrawn (peers) 0.937 0.933
Whines & complains 0.941 0.928
Sensitive 0.943 0.924
Fights, etc. 0.950 0.945
Aimless wandering 0.920 0.923
Interferes in play 0.940 0.928
Miserable 0.945 0.949
Taunts/teases 0.950 0.937
Withdrawn (staff) 0.957 0.949
Destructive 0.957 0.960
Fearful 0.946 0.960
PBCL above cutoff 0.932 0.940
NOTE:
- All PBCL scores converted to binary form (1,2 or 3= 1;
0= 0) prior to analysis.
- Kappa coefficients were calculated using the formula in
Maxwell (1977).
178
SCHOOL DATA A P P E N D I X  K.3
Table K.3.5. Comparisons of SBQ item scores at Time 1
(initial evaluation) and Time 2 (follow-up 
evaluation).
SBQ
SCORES
TEACHER DATA PSYCHOLOGIST DATA
K-S
Z
P
2-TAIL
K-S
Z
P
2-TAIL
Quiet, no chatting 0.289 1.00 0.433 0.99
Kind/Considerate 0.433 0.99 0.289 1.00
Responsible 0.577 0.89 0.289 1.00
Restless/Overactive 0.433 0.99 0.144 1.00
Dominates/Initiates 0.722 0.68 0.433 0.99
Seeks teacher attn. 0.577 0.89 0.144 1.00
Chosen as playmate 0.433 0.99 0.144 1.00
Upset by teasing 0.433 0.99 0.289 1.00
Forthcoming 0.577 0.89 0.433 0.99
Stares space/others 0.577 0.89 0.289 1.00
Works independently 0.433 0.99 0.144 1.00
Physical aggression 0.289 1.00 0.289 1.00
Calm and relaxed 0.722 0.68 0.289 1.00
Moody and depressed 0.289 1.00 0.289 1.00
Plays imaginatively 0.433 0.99 0.144 1.00
Bullies peers 0.577 0.89 0.289 1.00
Talkative 0.433 0.99 0.144 1.00
Unoccupied/inactive 0.577 0.89 0.289 1.00
Flexible/adaptible 0.577 0.89 0.289 1.00
Flits from activity 0.722 0.68 0.433 0.99
Approaches sociably 0.722 0.68 0.144 1.00
Takes risks 0.433 0.99 0.289 1.00
Neat in schoolwork 0.289 1.00 0.144 1.00
Worries about things 0.144 1.00 0.433 0.99
Self-confident 0.577 0.89 0.289 1.00
Plays with peers 0.577 0.89 0.289 1.00
Obedient/Compliant 0.289 1.00 0.433 0.99
Co-operates (peers) 0.722 0.68 0.000 1.00
Careful with things 0.577 0.89 0.289 1.00
Solitary 0.866 0.44 0.144 1.00
Alert and cheerful 0.866 0.44 0.289 1.00
Verbally aggressive 0.577 0.89 0.289 1.00
Perseveres at task 0.866 0.44 0.433 0.99
Speech problems 0.144 1.00 0.289 1.00
Shares toys 0.577 0.89 0.289 1.00
Defends rights 1.010 0.26 0.144 1.00
Concentrates 0.577 0.89 0.144 1.00
Easily distressed 0.577 0.89 0.289 1.00
Sly misbehaviour 0.722 0.68 0.289 1.00
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Table K.3.6. Correlations between SBQ item scores at Time 1 
(initial evaluation) and Time 2 (follow-up 
evaluation).
SBQ
TEACHER DATA PSYCHOLOGIST DATA
SCORES SPEARMAN P SPEARMAN p
R 2-TAIL R 2-TAIL
Quiet, no chatting 0.816 0.000*** 0.894 0 000***
Kind/Cons iderate 0.825 0.000*** 0.961 0 000***
Responsible 0.780 0.000*** 0.978 0 000***
Restless/Overactive 0.802 0.000*** 0.954 0 000***
Dominates/Initiates 0.884 0.000*** 0.981 0 000***
Seeks teacher attn. 0.725 0.000*** 0.860 0 000***
Chosen as playmate 0.799 0.000*** 0.909 0 000***
Upset by teasing 0.512 0.011** 0.953 0 000***
Forthcoming 0.670 0.000*** 0.844 0 000***
Stares space/others 0.549 0.005** 0.908 0 000***
Works independently 0.776 0.000*** 0.969 0 000***
Physical aggression 0.788 0.000*** 0.926 0 000***
Calm and relaxed 0.643 0.001*** 0.841 0 000***
Moody and depressed 0.475 0.019* 0.943 0 000***
Plays imaginatively 0.750 0.000*** 0.981 0 000***
Bullies peers 0.822 0.000*** 0.923 0 000***
Talkative 0.731 0.000*** 0.894 0 000***
Unoccupied/inactive 0.615 0.001*** 0.946 0 000***
Flexible/adaptible 0.525 0.008** 0.915 0 000***
Flits from activity 0.784 0.000*** 0.925 0 000***
Approaches sociably 0.843 0.000*** 0.878 0 000***
Takes risks 0.711 0.000*** 0.955 0 000***
Neat in schoolwork 0.748 0.000*** 0.973 0 000***
Worries about things 0.583 0.003** 0.885 0 000***
Self-confident 0.740 0.000*** 0.950 0 000***
Plays with peers 0.852 0.000*** 0.832 0 000***
Obedient/Compliant 0.567 0.004** 0.879 0 000***
Co-operates (peers) 0.812 0.000*** 0.894 0 000***
Careful with things 0.679 0.000*** 0.890 0 000***
Solitary 0.769 0.000*** 0.836 0 000***
Alert and cheerful 0.756 0.000*** 0.901 0 000***
Verbally aggressive 0.830 0.000*** 0.911 0 000***
Perseveres at task 0.827 0.000*** 0.930 0 000***
Speech problems 0.924 0.000*** 0.982 0 000***
Shares toys 0.572 0.004** 0.930 0 000***
Defends rights 0.734 0.000*** 0.925 0 000***
Concentrates 0.805 0.000*** 0.979 0 000***
Easily distressed 0.697 0.000*** 0.948 0 000***
Sly misbehaviour 0.667 0.000*** 0.945 0 000***
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Table K.3.7. Comparisons of teacher and psychologist disa­
bility and class participation ratings at Time 
1 (initial evaluation) and at Time 2 (follow- 
up evaluation).
TIME 1 DATA TIME 2 DATA
VARIABLES KOLMOGOROV- P KOLMOGOROV- P
SMIRNOV Z 2-TAILED SMIRNOV Z 2-TAILED
Vision 0.289 1.00 0.577 0.89
Hearing 0.144 1.00 0.000 1.00
Epilepsy 0.000 1.00 0.000 1.00
Speech probs 0.144 1.00 0.289 1.00
Right arm 0.144 1.00 0.144 1.00
Left arm 0.144 1.00 0.433 0.99
Right leg 0.000 1.00 0.144 1.00
Left leg 0.000 1.00 0.144 1.00
Balance 0.289 1.00 0.144 1.00
Walking 0.289 1.00 0.144 1.00
Walk distance 0.289 1.00 0.144 1.00
Sitting 0.289 1.00 0.433 0.99
Use of hands 0.289 1.00 0.289 1.00
Handicap rating 0.577 0.89 0.289 1.00
Academic partic 0.722 0.68 0.722 0.68
Social particip 0.577 0.89 0.577 0.89
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Table K.3.8. Correlations between teacher and psychologist 
disability and class participation ratings at 
Time 1 (initial evaluation) and at Time 2 
(follow-up evaluation).
TIME 1 DATA TIME 2 DATA
VARIABLES SPEARMAN P SPEARMAN P
R 2-TAILED R 2-TAILED
Vision 0.852 0.000*** 0.731 0.000***
Hearing 1.000 0.000*** 1.000 0.000***
Epilepsy 1.000 0.000*** 1.000 0.000***
Speech probs 0.982 0.000*** 0.945 0.000***
Right arm 0.970 0.000*** 0.967 0.000***
Left arm 0.931 0.000*** 0.869 0.000***
Right leg 1.000 0.000*** 0.987 0.000***
Left leg 1.000 0.000*** 0.987 0.000***
Balance 0.978 0.000*** 0.959 0.000***
Walking 0.963 0.000*** 0.978 0.000***
Walk distance 0.946 0.000*** 0.973 0.000***
Sitting 0.974 0.000*** 0.947 0.000***
Use of hands 0.857 0.000*** 0.894 0.000***
Handicap rating 0.933 0.000*** 0.844 0.000***
Academic partic 0.718 0.000*** 0.594 0.002**
Social particip 0.684 0.000*** 0.550 0.005**
Table K.3.9. Comparisons of psychologist and teacher total 
PBCL scores at Time 1 (initial evaluation) and 
at Time 2 (follow-up evaluation).
a) Time 1 (initial) ratings:
MEAN MEAN T
VARIABLES PSYCHOL TEACHER VALUE D.F. P
Sibling PBCL 7.706 8.529 -0.44 32 0.66
Singleton PBCL 10.000 9.857 0.04 12 0.97
All SS PBCL 8.375 8.917 -0.34 46 0.74
b) Time 2 (follow-up) ratings !
MEAN MEAN T
VARIABLES PSYCHOL TEACHER VALUE D.F. P
Sibling PBCL 7.471 7.412 0.03 32 0.98
Singleton PBCL 8.857 8.714 0.05 12 0.96
All SS PBCL 7.875 7.792 0.05 46 0.96
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Table K.3.10. Comparisons of teacher and psychologist PBCL
item scores at Time 1 (initial evaluation) and 
at Time 2 (follow-up evaluation).
TIME 1 DATA TIME 2 DATA
rJBUli — — — - 
SCORES COHEN'S K COHEN'S K
Active 0.930 0.941
Not liked 0.945 0.955
Wets 0.933 0.950
Soils 0.929 0.945
Poor concentration 0.931 0.938
Difficult to manage 0.937 0.947
Attention seeking 0.931 0.942
Unclear speech 0.934 0.935
Won’t talk (staff) 0.945 0.945
Won't talk (peers) 0.945 0.945
Won't talk (P.T.'s) 0.942 0.947
Temper tantrums 0.938 0.942
Withdrawn (peers) 0.939 0.937
Whines & complains 0.934 0.941
Sensitive 0.927 0.941
Fights, etc. 0.946 0.961
Aimless wandering 0.927 0.930
Interferes in play 0.934 0.947
Miserable 0.949 0.945
Taunts, teases 0.938 0.954
Withdrawn (staff) 0.957 0.953
Destructive 0.960 0.960
Fearful 0.957 0.961
PBCL above cutoff 0.941 0.941
NOTE:
- All PBCL scores converted to binary form (1,2 or 3= 1;
0= 0) prior to analysis.
Kappa coefficients were 
Maxwell (1977).
calculated using the formula in
183
SCHOOL DATA A P P E N D I X  K.3
Table K.3.11. Comparisons of teacher and psychologist SBQ 
scores at Time 1 (initial evaluation) and at 
Time 2 (follow-up evaluation).
SBQ
SCORES
TIME 1 DATA TIME 2 DATA
K-S
z
P
2-TAIL
K-S
Z
P
2-TAIL
Quiet, no chatting 0.433 0.99 0.722 0.68
Kind/Cons iderate 1.155 0.14 1.155 0.14
Responsible 0.433 0.99 0.577 0.89
Restless/Overactive 0.577 0.89 0.577 0.89
Dominates/Initiates 0.433 0.99 0.577 0.89
Seeks teacher attn. 0.577 0.89 1.155 0.14
Chosen as playmate 0.144 1.00 0.577 0.89
Upset by teasing 0.433 0.99 0.722 0.68
Forthcoming 0.289 1.00 0.433 0.99
Stares space/others 0.433 0.99 0.577 0.89
Works independently 0.144 1.00 0.433 0.99
Physical aggression 0.433 0.99 0.866 0.44
Calm and relaxed 0.433 0.99 1.010 0.26
Moody and depressed 0.433 0.99 0.866 0.44
Plays imaginatively 0.289 1.00 0.433 0.99
Bullies peers 0.577 0.89 1.010 0.26
Talkative 0.433 0.99 0.722 0.68
Unoccupied/inactive 0.433 0.99 0.433 0.99
Flexible/adaptible 0.722 0.68 1.155 0.14
Flits from activity 0.289 1.00 1.010 0.26
Approaches sociably 0.433 0.99 0.577 0.89
Takes risks 0.866 0.44 0.866 0.44
Neat in schoolwork 0.433 0.99 0.289 1.00
Worries about things 0.866 0.44 1.155 0.14
Self-confident 0.577 0.89 0.289 1.00
Plays with peers 0.289 1.00 0.722 0.68
Obedient/Compliant 0.577 0.89 0.866 0.44
Co-operates (peers) 0.722 0.68 0.722 0.68
Careful with things 0.289 1.00 0.433 0.99
Solitary 0.577 0.89 1.299 0.07
Alert and cheerful 0.722 0.68 0.289 1.00
Verbally aggressive 0.722 0.68 1.155 0.14
Perseveres at task 0.433 0.99 0.577 0.89
Speech problems 0.577 0.89 0.577 0.89
Shares toys 0.866 0.44 0.577 0.89
Defends rights 0.722 0.68 0.289 1.00
Concentrates 0.433 0.99 0.144 1.00
Easily distressed 0.577 0.89 0.433 0.99
Sly misbehaviour 0.866 0.44 1.010 0.26
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Table K.3.12. Correlations between teacher and psychologist 
SBQ scores at Time 1 (initial evaluation) and 
at Time 2 (follow-up evaluation).
SBQ
SCORES
TIME 1 DATA TIME 2 DATA
SPEARMAN
R
P
2-TAIL
SPEARMAN
R
P
2-TAIL
Quiet, no chatting 0.835 0 ooo*** 0.698 0.000***
Kind/Cons iderate 0.722 0 ooo*** 0.621 0.001***
Responsible 0.891 0 000*** 0.805 0.000***
Restless/Overactive 0.917 0 ooo*** 0.770 0.000***
Dominates/Initiates 0.892 0 ooo*** 0.885 0.000***
Seeks teacher attn. 0.613 0 ooi*** 0.336 0.109
Chosen as playmate 0.807 0 ooo*** 0.743 0.000***
Upset by teasing 0.732 0 ooo*** 0.145 0.499
Forthcoming 0.697 0 ooo*** 0.380 0.067
Stares space/others 0.635 0 001*** 0.403 0.051*
Works independently 0.852 0 ooo*** 0.831 0.000***
Physical aggression 0.817 0 ooo*** 0.599 0.002**
Calm and relaxed 0.549 0 006** 0.555 0.005**
Moody and depressed 0.433 0 035* 0.220 0.302
Plays imaginatively 0.921 0 ooo*** 0.718 0.000***
Bullies peers 0.786 0 ooo*** 0.507 0.011**
Talkative 0.726 0 ooo*** 0.608 0.000***
Unoccupied/inactive 0.796 0 ooo*** 0.489 0.015*
Flexible/adaptible 0.345 0 099 0.103 0.633
Flits from activity 0.864 0 ooo*** 0.654 0.000***
Approaches sociably 0.596 0 002** 0.686 0.000***
Takes risks 0.773 0 000** 0.565 0.004**
Neat in schoolwork 0.835 0 ooo*** 0.703 0.000***
Worries about things 0.523 0 009** 0.189 0.377
Self-confident 0.611 0 002** 0.633 0.001***
Plays with peers 0.910 0 ooo*** 0.752 0.000***
Obedient/Compliant 0.612 0 ooi*** 0.416 0.043*
Co-operates (peers) 0.703 0 ooo*** 0.695 0.000***
Careful with things 0.680 0 ooo*** 0.422 0.040*
Solitary 0.705 0 ooo*** 0.393 0.058
Alert and cheerful 0.902 0 ooo*** 0.670 0.000***
Verbally aggressive 0.854 0 ooo*** 0.502 0.013**
Perseveres at task 0.786 0 ooo*** 0.780 0.000***
Speech problems 0.848 0 ooo*** 0.868 0.000***
Shares toys 0.672 0 ooo*** 0.545 0.006**
Defends rights 0.710 0 ooo*** 0.635 0.001***
Concentrates 0.870 0 ooo*** 0.792 0.000***
Easily distressed 0.809 0 ooo*** 0.317 0.132
Sly misbehaviour 0.740 0 ooo*** 0.579 0 .003**
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Table K.3.13. Correlations between disability, intelligence 
and global ratings of handicap and class 
participation at Time 1.
a) Teacher Ratings
VARIABLES
SUM OF 
DISABILITY 
SCORES
LEVEL 
OF INTEL­
LIGENCE
GLOBAL
HANDICAP
RATING
GLOBAL 
EFFECT ON 
EDUCATION
LEVEL OF 
INTELLIGENCE
-0.041
(0.424)
GLOBAL HANDI­
CAP RATING
0.972
(0.000)
0.066
(0.379)
GLOBAL EFFECT 
ON EDUCATION
0.886
(0.000)
0.182
(0.197)
0.924
(0.000)
GLOBAL EFFECT ON 
SOCIAL PARTICIP.
0.639
(0.000)
0.195
(0.181)
0.689
(0.000)
0.827
(0.000)
b) Psychologist Ratings
VARIABLES
SUM OF 
DISABILITY 
SCORES
LEVEL 
OF INTEL­
LIGENCE
GLOBAL
HANDICAP
RATING
GLOBAL 
EFFECT ON 
EDUCATION
LEVEL OF 
INTELLIGENCE
-0.041
(0.424)
GLOBAL HANDI­
CAP RATING
0.930
(0.000)
0.002
(0.496)
GLOBAL EFFECT 
ON EDUCATION
0.554
(0.002)
0.306
(0.073)
0.701
(0.000)
GLOBAL EFFECT ON 
SOCIAL PARTICIP.
0.337
(0.053)
0.413
(0.023)
0.456
(0.000)
0.817
(0.000)
NOTE: Spearman's correlation coefficients.
One-tail probability levels given in brackets.
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Table K.3.14. Comparisons of classroom behaviours observed 
during free play and structured periods 
(sibling and singleton data, N= 14).
VARIABLES
MEAN
STRUCT
MEAN
FREE
T
VALUE D.F.
P
2-TAIL
Solitary activity 0.000 1.929 -2.15 13 0.051*
Parallel activity 59.214 74.429 -2.45 13 0.029*
Group activity 10.000 9.857 0.02 13 0.981
Adult supervision 20.857 3.929 4.34 13 0.001**
Cognitive activity 55.429 17.643 4.96 13 0.000**
Play activity 43.357 82.714 -4.66 13 0.000**
Gross motor activ. 2.000 3.143 -1.03 13 0.321
Waits for turn 9.643 1.857 3.83 13 0.002**
Observes attentiv. 8.143 1.214 3.25 13 0.006**
Unoccupied 20.571 24.929 -1.71 13 0.111
Uses object appr. 49.571 52.357 -1.04 13 0.319
Fiddles aimlessly 10.786 9.143 0.57 13 0.576
Addresses peer 7.571 11.214 -1.27 13 0.228
Addresses adult 5.786 4.429 0.72 13 0.482
Addresses group 2.429 1.357 1.35 13 0.201
Self-talk 8.929 9,571 -0.24 13 0.817
Responds to peer 2.286 4.357 -1.53 13 0.151
Responds to adult 8.000 2.643 4.36 13 0.001**
Seeks attn peer 0.714 1.500 -1.39 13 0.189
Seeks attn adult 6.643 5.286 0.87 13 0.400
Seeks group attn 0.286 0.000 1.75 13 0.104
Complies peer 1.143 2.714 -1.75 13 0.104
Complies adult 10.857 3.357 4.45 13 0.001**
Non-compl peer 2.071 2.714 -0.53 13 0.606
Non-compl adult 1.214 0.000 3.46 13 0.004*
Physical aggress 0.143 0.643 -0.98 13 0.346
Verbal aggression 0.786 0.571 0.51 13 0.620
Interferes phys 2.214 3.357 -0.85 13 0.413
Interrupts 0.143 0.143 0.00 13 1.000
Friendly behav 1.643 3.286 -1.63 13 0.127
Assertive behav 6.286 8.143 -0.69 13 0.503
Stereotypies 0.429 1.714 -1.66 13 0.120
Laughs 0.786 1.000 -0.47 13 0.648
Withdrawn 0.143 1.286 -1.29 13 0.221
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Table K.3.15. Frequencies of behaviours observed in the
classroom (sibling and singleton data, N=14).
VARIABLES FREQUENCY (1) PERCENT
Solitary activity 27 1.1
Parallel activity 1871 74.2
Group activity 278 11.0
Adult supervision 347 13.8
Cognitive activity 662 26.3
Play activity 1404 55.7
Cognitive play 361 14.3
Gross motor activ. 72 2.9
Waits for turn 161 6.4
Observes attentiv. 131 5.2
Unoccupied 637 25.3
Uses object appr. 1427 56.6
Fiddles aimlessly 279 11.1
Addresses peer 263 10.4
Addresses adult 143 5.7
Addresses group 53 2.1
Self-talk 259 10.3
Responds to peer 93 3.7
Responds to adult 149 5.9
Seeks attn peer 31 1.2
Seeks attn adult 167 6.6
Seeks group attn 4 0.2
Complies peer 54 2.1
Complies adult 199 7.9
Non-compl peer 67 2.7
Non-compl adult 17 0.7
Physical aggress 11 0.4
Verbal aggression 19 0.8
Interferes phys 78 3.1
Interrupts 4 0.2
Friendly behav 69 2.7
Assertive behav 202 8.0
Stereotypies 30 1.2
Laughs 25 1.0
Withdrawn 20 0.8
(1) Number of 10 second periods (of a possible total of 
2520) during which the behaviour was observed
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Table K.3.16. Comparisons of siblings and singletons: 
Teacher ratings of disability and classroom 
participation at Time 1 and at Time 2.
TIME 1 DATA TIME 2 DATA
VARIABLES KOLMOGOROV- P KOLMOGOROV- P
SMIRNOV Z 2-TAILED SMIRNOV Z 2-TAILED
Vision 0.599 0.87 0.412 0.99
Hearing 0.318 1.00 0.318 1.00
Epilepsy 0.524 0.95 0.393 1.00
Speech probs 0.412 0.99 0.168 1.00
Right arm 0.786 0.57 0.917 0.37
Left arm 0.917 0.37 0.917 0.37
Right leg 0.487 0.97 0.487 0.97
Left leg 0.487 0.97 0.487 0.97
Balance 0.487 0.97 0.487 0.97
Walking 0.487 0.97 0.543 0.93
Walk distance 0.487 0.97 0.805 0.54
Sitting 0.468 0.98 0.786 0.57
Use of hands 0.674 0.76 0.655 0.78
Handicap rating 0.674 0.76 0.337 1.00
Academic partic 0.524 0.95 0.674 0.76
Social particip 0.524 0.95 0.617 0.84
Table K.3.17. Comparisons of 
PBCL scores at
a) Time 1 (initial) ratings:
sibling 
Time 1
and singleton total 
and at Time 2.
VARIABLES
MEAN
SINGLES
MEAN
SIBS
T
VALUE D.F. P
Teacher PBCL 9.857 8.529 0.53 22 0.60
Psychol PBCL 10.000 7.706 0.90 22 0.38
b) Time 2 (follow-up) ratings:
MEAN MEAN T
VARIABLES SINGLES SIBS VALUE D.F. P
Teacher PBCL 8.714 7.412 0.50 22 0.62
Psychol PBCL 8.857 7.471 0.59 22 0.60
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Table K.3.18. Comparisons of sibling and singleton PBCL item 
scores at Time 1 and at Time 2 (teacher data).
TIME 1 DATA TIME 2 DATA
Jt .DL.1j
SCORES CHI
SQUARE
P
2-TAILED
CHI
SQUARE
P
2-TAILED
Active 2.371 0.12 0.806 0.37
Not liked 0.067 0.80 0 . 0 0 0 1.00
Wets 2.076 0.15 0.720 0.40
Soils 4.260 0.04* 0.161 0.69
Poor concentration 0 . 0 0 0 1.00 0.069 0.79
Difficult to manage 0.630 0.43 0 . 0 0 0 1.00
Attention seeking 0.282 0.60 0 . 0 0 0 1.00
Unclear speech 0 . 0 0 0 1.00 0 . 0 0 0 1.00
Won’t talk (staff) 0 . 0 0 0 1.00 0 . 0 0 0 1.00
Won't talk (peers) 0 . 0 0 0 1.00 0 . 0 0 0 1.00
Won't talk (P.T.'s) 0 . 0 0 0 1.00 0 . 0 0 0 1.00
Temper tantrums 0 . 0 0 0 1.00 0 . 0 0 0 1.00
Withdrawn (peers) 0.286 0.59 0.067 0.80
Whines & complains 0 . 0 0 0 1.00 0.630 0.43
Sensitive 0 . 0 0 0 1.00 0 . 0 0 0 1.00
Fights, etc. 0.013 0.91 0.605 0.44
Aimless wandering 0.069 0.79 0.069 0.79
Interferes in play 0 . 0 0 0 1.00 0.025 0.87
Miserable 0.161 0.69 0.002 0.96
Taunts, teases 0.286 0.59 0 . 0 0 0 1.00
Withdrawn (staff) 0 . 0 0 0 1.00 0.018 0.89
Destructive 0.720 0.40 0.018 0.89
Fearful 0 . 0 0 0 1.00 0 . 0 0 0 1.00
PBCL above cutoff 0 . 0 0 0 1.00 0 . 0 0 0 1.00
NOTE:
-All PBCL scores converted to 
0= 0) prior to analysis.
binary form (1,2 or 3= l;
-All chi-square values and significance levels reported 
after Yates' correction.
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Table K.3.19. Comparisons of sibling and singleton SBQ item 
scores at Time 1 and at Time 2 (teacher data).
SBQ
SCORES
TIME 1 DATA TIME 2 DATA
K-S
z
P
2-TAIL
K-S
Z
P
2-TAIL
Quiet, no chatting 0.281 1.00 0.805 0.54
Kind/Cons iderate 0.524 0.95 0.299 1.00
Responsible 0.318 1.00 0.337 1.00
Restless/Overactive 0.730 0.66 0.487 0.97
Dominates/Initiates 0.468 0.98 0.543 0.93
Seeks teacher attn. 0.262 1.00 0.487 0.97
Chosen as playmate 0.281 1.00 0.262 1.00
Upset by teasing 0.299 1.00 0.356 1.00
Forthcoming 0.187 1.00 0.468 0.98
Stares space/others 1.141 0.15 1.460 0.03*
Works independently 0.786 0.57 0.992 0.28
Physical aggression 1.141 0.15 0.954 0.32
Calm and relaxed 0.505 0.96 0.374 1.00
Moody and depressed 0.430 0.99 1.010 0.26
Plays imaginatively 0.505 0.96 1.198 0.11
Bullies peers 0.936 0.35 1.067 0.21
Talkative 0.168 1.00 0.412 1.00
Unoccupied/inactive 1.123 0.16 0.805 0.54
Flexible/adaptible 0.337 1.00 0.318 1.00
Flits from activity 0.823 0.51 0.823 0.51
Approaches sociably 0.468 0.98 0.524 0.95
Takes risks 0.487 0.97 0.543 0.93
Neat in schoolwork 0.487 0.97 0.468 0.98
Worries about things 0.748 0.63 0.879 0.42
Self-confident 0.617 0.84 0.356 1.00
Plays with peers 0.187 1.00 0.262 1.00
Obedient/Compliant 1.179 0.12 0.524 0.95
Co-operates (peers) 0.150 1.00 0.655 0.78
Careful with things 0.262 1.00 0.187 1.00
Solitary 0.318 1.00 0.917 0.37
Alert and cheerful 0.318 1.00 0.374 1.00
Verbally aggressive 1.010 0.26 1.067 0.21
Perseveres at task 0.393 1.00 0.748 0.63
Speech problems 0.524 0.95 0.524 0.95
Shares toys 0.393 1.00 0.468 0.98
Defends rights 0.599 0.87 0.318 1.00
Concentrates 0.430 0.99 0.356 1.00
Easily distressed 1.123 0.16 0.636 0.81
Sly misbehaviour 0.879 0.42 0.748 0.63
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Table K.3.20. Comparison of siblings and singletons on
PBCL factor scores based on Time 1 teacher 
ratings (loadings reported in McGuire and 
Richman, 1988).
VARIABLES
MEAN
SINGLES
MEAN
SIBS
T
VALUE D.F.
P
2-TAIL
Factor I:
Conduct/Restl/Aggr -0.311 0.128 -0.29 22 0.77
Factor II:
Isolated/Immature 
Factor III:
0.024 -0.010 0.03 22 0.97
Emotional/Miserable 0.323 -0.133 0.36 7.04 0.73
Table K.3.21. Comparison of siblings and singletons on 
SBQ factor scores based on Time 1 teacher 
ratings (loadings reported in Roper and 
Hinde, 1979).
VARIABLES
MEAN
SINGLES
MEAN T 
SIBS VALUE D.F.
P
2-TAIL
Factor I: 
Sociable/Unsociable -2.477 1.020 -1.01 22 0.33
Factor II: 
Aggressive/Benign 0.716 ■0.295 0.72 22 0.48
Factor III: 
Precise/Restless -0.660 0.272 -0.83 22 0.42
Factor IV: 
Calm/Anxious -1.246 0.513 1.77 22 0.01**
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Table K.3.22. Comparison of siblings and singletons on
factor scores based on pooled Time 1 teacher 
and psychologist ratings.
VARIABLES
MEAN
SINGLES
MEAN
SIBS
T
VALUE D.F.
P
2-TAIL
DISAB I: 
Handicap/Particip -0.358 0.148 -1.13 22 0.27
DISAB II: 
Secondary handic -0.071 0.029 -0.22 22 0.83
DISAB III: 
Epilepsy -0.067 0.028 -0.21 22 0.84
PBCL I:
Difficult/Unsociab 0.030 -0.012 0.09 22 0.93
PBCL II: 
Uncommun/Sphincter 0.154 -0.063 0.47 22 0.64
PBCL III:
Low threshold -0.094 0.039 -0.29 22 0.78
SBQ I: 
Sociable/Involved -0.102 0.042 -0.31 22 0.76
SBQ II: 
Aggressive/Moody 0.534 -0.220 1.75 22 0.09
SBQ III: 
Obedient/Withdrawn 0.356 -0.146 1.12 22 0.27
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Table K.3.23. Comparisons of sibling and singleton classroom 
behaviours observed during free play periods.
VARIABLES
MEAN
SINGLES
MEAN
SIBS
T
VALUE D.F.
P
2-TAIL
Solitary activity 0.857 3.000 -1.21 7.51 0.26
Parallel activity 79.429 69.429 1.43 12 0.18
Group activity 7.143 12.571 -0.83 12 0.42
Adult supervision 2.714 5.143 -1.36 7.97 0.21
Cognitive activity 15.571 19.714 -0.36 12 0.72
Play activity 82.857 82.571 0.06 12 0.95
Gross motor activ. 2.714 3.571 -0.35 12 0.73
Waits for turn 2.000 1.714 0.23 12 0.83
Observes attentiv. 1.286 1.143 0.16 8.06 0.87
Unoccupied 28.000 21.857 1.01 12 0.33
Uses object appr. 46.714 58.000 -1.49 12 0.16
Fiddles aimlessly 12.143 6.143 1.90 12 0.08
Addresses peer 9.714 12.714 -0.61 12 0.55
Addresses adult 4.429 4.429 0.00 12 1.00
Addresses group 1.286 1.429 -0.11 6.96 0.92
Self-talk 12.286 6.857 2.19 12 0.05*
Responds to peer 3.143 5.571 -0.90 12 0.39
Responds to adult 1.143 4.143 -2.26 8.01 0.05*
Seeks attn peer 1.571 1.429 0.12 12 0.91
Seeks attn adult 5.857 4.714 0.64 12 0.53
Seeks group attn 0.000 0.000 0.00 12 1.00
Complies peer 1.857 3.571 -1.08 7.34 0.32
Complies adult 2.000 4.714 -1.60 12 0.14
Non-compl peer 2.286 3.143 -0.57 12 0.58
Non-compl adult 0.000 0.000 0.00 12 1.00
Physical aggress 1.143 0.143 1.00 6.25 0.35
Verbal aggression 0.571 0.571 0.00 12 1.00
Interferes phys 3.286 3.429 -0.07 12 0.95
Interrupts 0.000 0.286 -1.00 12 0.34
Friendly behav 3.143 3.429 -0.15 12 0.88
Assertive behav 6.143 10.143 -1.18 12 0.26
Stereotypies 2.714 0.714 1.29 12 0.22
Laughs 1.286 0.714 0.61 12 0.55
Withdrawn 2.571 0.000 1.58 12 0.14
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Table K.3.24. Comparisons of sibling and singleton classroom 
behaviours observed during structured periods.
VARIABLES
MEAN
SINGLES
MEAN
SIBS
T
VALUE D.F.
P
2-TL/l-TL
Solitary activity 0.000 0.000 0.00 12 1.00
Parallel activity 59.143 59.286 -0.01 12 0.99
Group activity 3.429 16.571 -1.40 7.82 0.20
Adult supervision 27.571 14.143 2.07 12 0.06
Cognitive activity 63.286 47.571 1.63 12 0.13
Play activity 29.714 57.000 1.26 12 0.07/0.04*
Gross motor activ. 0.571 3.429 -0.99 6.49 0.36
Waits for turn 10.571 8.714 0.51 12 0.62
Observes attentiv. 10.000 6.286 0.89 12 0.39
Unoccupied 23.143 18.007 0.77 7.46 0.46
Uses object appr. 44.143 55.000 -1.87 8.06 0.10
Fiddles aimlessly 10.000 11.571 -0.35 12 0.73
Addresses peer 4.286 10.857 -1.77 12 0.10/0.05*
Addresses adult 7.857 3.714 1.80 12 0.10/0.05*
Addresses group 1.286 3.571 -1.36 12 0.20
Self-talk 6.714 11.143 -0.97 12 0.35
Responds to peer 2.143 2.429 -0.31 12 0.77
Responds to adult 8.143 7.857 0.11 12 0.91
Seeks attn peer 0.286 1.143 -1.23 12 0.24
Seeks attn adult 8.286 5.000 1.62 12 0.13
Seeks group attn 0.286 0.286 0.00 12 1.00
Complies peer 0.857 1.429 -0.78 12 0.45
Complies adult 12.286 9.429 0.92 12 0.38
Non-compl peer 0.714 3.429 -1.80 6.45 0.11
Non-compl adult 1.857 0.571 2.05 7.37 0.08
Physical aggress 0.143 0.143 0.00 12 1.00
Verbal aggression 0.000 1.571 -2.09 12 0.06
Interferes phys 0.286 4.143 -3.39 6.32 0.01**
Interrupts 0.143 0.143 0.00 12 1.00
Friendly behav 1.143 2.143 -0.79 12 0.45
Assertive behav 2.857 9.714 -1.92 7.09 0.10/0.05*
Stereotypies 0.857 0.000 1.00 12 0.34
Laughs 0.857 0.714 0.24 12 0.81
Withdrawn 0.286 0.000 1.00 12 0.34
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Table K.3.25. Comparisons of sibling and singleton classroom 
behaviours observed during free play and 
structured periods.
VARIABLES
MEAN
SINGLES
MEAN
SIBS
T
VALUE D.F.
P
2-TL/l-TL
Solitary activity 0.857 3.000 -1.21 7.51 0.26
Parallel activity 138.571 128.714 0.90 12 0.39
Group activity 10.571 29.143 -1.71 12 0.11
Adult supervision 30.286 19.286 1.62 12 0.13
Cognitive activity 78.857 67.286 0.77 12 0.46
Play activity 112.571 139.571 -2.03 12 0.07/0.04*
Gross motor activ. 3.286 7.000 -0.77 7.73 0.46
Waits for turn 12.571 10.429 0.61 12 0.55
Observes attentiv. 11.286 7.429 0.92 12 0.38
Unoccupied 51.143 39.857 0.98 7.98 0.36
Uses object appr. 90.857 113.000 -1.80 12 0.10
Fiddles aimlessly 22.143 17.714 0.81 12 0.43
Addresses peer 14.000 13.571 -1.49 12 0.16
Addresses adult 12.286 8.143 1.28 12 0.23
Addresses group 2.571 5.000 -0.93 7.48 0.38
Self-talk 19.000 18.000 0.18 12 0.86
Responds to peer 5.286 8.000 -0.91 12 0.38
Responds to adult 9.286 12.000 -0.85 12 0.41
Seeks attn peer 1.857 2.003 -0.09 12 0.93
Seeks attn adult 14.143 9.714 2.11 12 0.06/0.03*
Seeks group attn 0.286 0.286 0.00 12 1.00
Complies peer 2.714 5.000 -1.38 6.15 0.22
Complies adult 14.285 14.143 0.04 12 0.97
Non-compl peer 3.000 6.571 -2.10 12 0.06
Non-compl adult 1.857 0.571 2.05 7.37 0.08
Physical aggress 1.286 0.286 0.99 6.41 0.36
Verbal aggression 0.571 2.143 -1.84 6.71 0.11
Interferes phys 3.571 7.571 -1.94 12 0.08
Interrupts 0.143 0.429 -0.87 12 0.40
Friendly behav 4.286 5.571 -0.54 12 0.60
Assertive behav 9.000 19.857 -2.57 12 0.02*
Stereotypies 3.571 0.714 1.47 7.82 0.18
Laughs 2.143 1.429 0.58 12 0.17
Withdrawn 2.857 0.000 1.81 12 0.10/0.05*
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